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ABSTRACT
Children with ASD benefit from interventions that are interactive and focus on
developing social skills, and the parent-child relationship plays a vital part in the development of
empathy and social skills. The Empathy Reading Project: Supporting Parents And Their
Children Living With Autism Spectrum Disorder (ASD) explored whether parent-led
bibliotherapy with therapeutic support from the researcher helped children ages three to five
living with ASD improve cognitive empathy and social-emotional development and their parents
gain parental acceptance. All participants were parent and child dyads (N=4), and all child
participants were male. The Empathy Reading Project was a multiple baseline (A-B-A-B), pre
and posttest, single case research design study; parents met weekly with the researcher who
provided bibliotherapy to their children for two, three-week interventions. The researcher
provided bibliotherapy book selections and questions and reviewed the materials with parents
before they began the intervention phase(s). The researcher and parents co-created individualized
daily child measures to assess whether behaviors the parents identified as being important to
them could be addressed through the bibliotherapy intervention and specialized time between the
parent and child. Each child participant had at least one area of significant improvement from
their individualized daily child measure. One child had significant changes in all three of his
individualized questions and the other three children had mixed results. For the mothers who
participated in the study, there was a moderate effect size for increased parental acceptance. The
Empathy Reading Project provided initial evidence that a parent-led, therapist-supported,
intervention can help children living with ASD to improve their empathic, prosocial behaviors
and decrease off-task behavior. Parents and children that can benefit from this intervention are
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willing to engage in daily bibliotherapy; the parents are willing to try new communication
strategies with their child and engage in therapeutic support.
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For Zeida Mendoza, my Lita, because all children should know the acceptance and
unconditional love you showed me.
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CHAPTER ONE: INTRODUCTION
Autism Spectrum Disorder (ASD) impacts one in 54 children according to the Centers for
Disease Control and Prevention’s Autism and Developmental Disability Monitoring network
(Maenner et al., 2020). The United States Children’s Defense Fund (2021) estimates 73 million
children live in the United States; therefore, approximately 1.35 million children live with ASD.
The increased prevalence of ASD has been well documented since the 1990s, from an estimated
one in 1,000 to one in 54 children (LaRosa, 2018; Maenner et al., 2020; Maston & Kozlowski,
2011). Children living with ASD have developmental delays in social skills including difficulties
expressing empathy (American Psychiatric Association, 2013). Empathy is a precursor to
behaviors that are considered socially acceptable in children like sharing, expressing concern,
and group cooperation (Eisenberg et al., 2010). The researcher of this study developed the
Empathy Reading Project: Supporting parents and their children living with ASD to explore if
parents of children living with ASD can use routines, like reading together daily, to support
cognitive empathy and social-emotional development in their children and enhance parental
acceptance. The researcher will refer to the program as the Empathy Reading Project here
forward.
The most widely accepted form of treatment for ASD is Applied Behavioral Analysis
(ABA; Leaf et al., 2021). ABA is a therapeutic intervention focused on addressing interactive
behaviors. During ABA therapy, persons living with ASD engage in repetitious behaviors while
certified behavior analysts, trained teachers, and therapists give rewards to reinforce positive
behaviors. Undesirable behaviors are ignored by the trained ABA provider and/or redirection and
alternative behaviors are offered. ABA therapy is intended to help children with ASD learn
acceptable behaviors for participation in their families, classrooms, and communities. ABA
1

therapy does not use introspection to facilitate behavior change (Lovaas, 1987; Smith & Iadarola,
2015).
In addition to ABA therapy, researchers have used child-centered play therapy (CCPT)
and child-parent relationship therapy (CPRT) to support children living with ASD and their
parents by focusing on the therapeutic relationship as the facilitator of behavioral change
(Dillman Taylor et al., 2015; Landreth, 2012; Ray & Balch, 2015). CCPT focuses on the child
client directing play, within healthy limits, between the child and the therapist in a playroom.
The playroom must be designed for age appropriateness and can be at a school or in a counseling
center (Landreth, 2012). CPRT, like CCPT, focuses on play between parents and their child in
their home setting with a specific set of toys. During group sessions, parents receive didactic
training and supervision about their play sessions with their child where the therapist encourages
and supports positive, relational interactions. CPRT is appropriate for young children because the
focus of bonding is best between a parent and their child, rather than between a therapist and a
child (Carnes-Holt & Bratton, 2014; Ryan, 2007). The benefits of CCPT and CPRT are the play
time and relationship building (Funderburk & Eyberg, 2011; Landreth, 2012).
ABA therapy and CCPT/CPRT take different approaches to providing therapeutic
support to children living with ASD: behavioral, play, parent and child play respectively. Due to
evidence supporting ABA, CCPT, and CPRT therapy interventions, the researcher took aspects
of each approach and applied them in the Empathy Reading Project. One shared aspect of these
therapies is the therapists’ engagement of the child yet, there is limited research on therapeutic
relationships between children living with ASD and their treatment providers (Kerns et al., 2018;
Klebanoff et al., 2019). In contrast, there is a large body of research on the challenges children
living with ASD have when forming new social connections (DeChamps et al., 2014; Dominick

2

et al., 2007; Fleury et al., 2015; Marsh et al., 2017). One element correlated to positive outcomes
from therapeutic treatments is a positive alliance between the parent and the therapist (Klebanoff
et al., 2019). The researcher aimed to eliminate the challenge of a new relationship for the child
by employing the naturally existing influence of parents on their child’s social-emotional
development (Wong et al., 2021). Children with ASD benefit from interventions that are
repetitious (American Psychiatric Association, 2013; Linstead et al., 2017) therefore, a daily
reading routine between the parent and child meets this need. Finally, ABA therapy does not
require introspection or self-selection (Roane et al., 2016; Vietze & Lax, 2020) and CCPT and
CPRT therapies focus on behavior improvement through relationship and play (Landreth, 2012).
The researcher aimed to fill a gap in the literature on interventions for children living with ASD
by combining these therapeutic elements with an intentional routine of reading between parents
and their children. In the chapter ahead, the researcher outlines the theoretical foundation for the
Empathy Reading Project, the cost efficiency of such a program, the safety and flexibility of an
in-home intervention with therapeutic support, and the intervention goals of this pilot study.
Treatment Costs
La Rosa (2015) calculated the cost to care for children living with ASD in the United
States to be between 11.5 and 60.9 billion dollars annually. The Centers for Disease Control and
Prevention (CDC) estimated the individual cost of caring for a child with ASD as approximately
$4,110-$6,200 in medical care and $40,000-$60,000 in behavioral health care annually (National
Conference of State Legislatures [NCSL], 2021). The cost of treatment for ASD can place
tremendous financial pressure on parents and families, and even more so on those who are
uninsured and/or without the financial means to pay for treatment services.
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Approximately 4.3 million children in the United States do not have health insurance
(Children’s Defense Fund, 2020). In Florida, the Steven A. Geller Autism Coverage Act of 2008
requires health insurance companies to cover screening and diagnosis of ASD as well as the
treatment of ASD with speech, occupational, physical, and ABA therapy (NCSL, 2021). All
therapies must be prescribed by an approved insurance provider and a cap is placed on the cost
of care at a maximum of $36,000 a year and $200,000 in a lifetime (NCSL, 2021). Based on
CDC projections, families in Florida could meet their lifetime maximum benefit of treatment for
a person living with ASD in less than three years. Florida law does not require insurance
companies to cover the cost of CCPT, CPRT, or any augmentative alternative communication
therapeutic services for the treatment of ASD (NCSL, 2021). Health insurance exclusions of
CCPT, CPRT, and augmentative alternative communication forces families to privately pay
psychologists, therapists, social workers, and/or other trained professionals for the provision of
treatments that are not speech, occupational, physical, and/or ABA therapy to meet their child’s
emotional needs. The Keiser Family Foundation (2019) reported approximately 40% of the
children in Florida are covered by Medicaid and/or government assisted health insurance
programs and 7.5% of children in Florida are uninsured. Therefore, the likelihood that a child in
Florida will receive an alternative treatment for ASD is severely limited by the cost of care.
To mitigate these limitations of the current system, the researcher created the Empathy
Reading Project to investigate a widely distributable, minimal-risk intervention between parents
and their children living with ASD. The Empathy Reading Project did not focus on behavioral
reinforcement without introspection. The reward in the Empathy Reading Project was the
specialized time with the parent while no behavior was forced or required of the child. The
bibliotherapy was aimed to provide insight into why one chooses an empathic behavior and have
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parents serve as role models and the reinforcement. The researcher sought to add to the existing
approaches to enhance the lives of children living with ASD with minimal distress to the child
and family.
Statement of the Problem
Children living with ASD meet diagnostic criteria that varies from person to person; one
ASD diagnostic feature is difficulty empathizing with others (American Psychiatric Association,
2013). As previously mentioned, the primary treatment for ASD is ABA therapy; yet less than
15% of ABA therapists provide parent training (Ingersoll et al., 2020). ABA interventions focus
on correct behavior (Roane et al., 2016), which excludes the feeling of empathy and selfselection of empathetic behaviors. Empathy is an emotional and cognitive experience that leads
to empathic or prosocial behavior, such as appropriate responses to someone getting hurt during
playtime (Decety et al., 2010). Furthermore, the social-emotional development of children is
closely tied to the parent-child relationship (Wong et al., 2021). Researchers encourage parents
to actively engage socially with their children living with ASD to improve their social
functioning (Hasegawa et al., 2015). It is generally accepted that providing parental support
bolsters the parent-child attachment by removing the introduction of a new relationship with a
therapist and encourages healthy familial bonds (Guerney, 1964). Parental acceptance is the
ability of the parent to love their child unconditionally. Highly accepting parents are able to see
their child as a whole and separate person with unique attributes, likes, and dislikes (Porter,
1954). Next, bibliotherapy provides a storyline for children to recognize emotions and empathy
responses in the imaginary characters to facilitate social-emotional learning (Sullivan & Strang,
2012). This study aimed to combine several established tools for children living with ASD to
gain cognitive empathy and social-emotional skills: (a) bibliotherapy, (b) the role of parents as
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primary influencers of social-emotional development in children with one-on-one focused time
between parent and child, and (c) support of the parent-child relationships with weekly parenttherapist meetings. To summarize, in recognition of the primary role parents play in empathy
development for their children, this study investigated whether bibliotherapy-based empathy
education improved cognitive empathy and social skill development in children living with ASD
as well as their parents’ acceptance of the child.
Theoretical Foundation
In the Empathy Reading Project, the researcher aimed to add to existing intervention
methods for parents and their children living with ASD. The theoretical foundation of the
intervention is twofold: Attachment theory (Bretherton, 1992) and Zone of Proximal
Development (ZPD; Riquelme & Montero, 2013; Vygotsky, 1978). First, the researcher
identified attachment theory and the vital role of the parent-child relationship in the socialemotional health of children (Eisenberg, 2010; Fluery et al., 2018; Wong et al., 2021). John
Bowlby and Mary Ainsworth developed attachment theory through study of how the parent-child
relationship influenced infant and child development (Bretherton, 1992). Attachment theory
informs CCPT and CPRT by focusing on the relationship between the therapist and child and/or
child and parent to facilitate the child’s healthy sense of self and building social connections
through therapeutic play (Landreth, 2012). It is widely accepted that attachment in childhood
influences future social interactions and attachment across the lifespan (Zeanah et al., 2011)
while the parent-child attachment plays a vital role in empathy and social-emotional
development (Fluery et al., 2018; Wong et al., 2021). The researcher focused on children
between the ages of three and five and their parents in the Empathy Reading Project.
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In his theory of learning and ZPD, Vygotsky (1978) stated that children learn through
parallel process and interactive play when they are acquiring any new skills. In other words,
when a teacher, parent, peer, or supportive person helps a child to learn something new through
side-by-side play or parallel process, the child gains new skills. In the ZPD theory of learning,
the side-by-side instruction is referred to as scaffolding (Riquelme & Montero, 2013; Vygotsky,
1978). Researchers have used Vygotsky’s theory of ZPD in studies on children’s cognitive and
personal dynamics (Nikolaevskaya, 2017) as well as literacy development in parent-child reading
dyads (Riquelme & Montero, 2013). The Empathy Reading Project employed ZPD learning
theory through bibliotherapy, by instituting a focused daily reading routine and the use of stories,
imagery, and intentional dialogue between the parent and child to help the child grow
emotionally. The researcher took a strength-based approach in the Empathy Reading Project by
following the belief that parents naturally want to aid in their child’s healthy emotional
development and relational success and children living with ASD are capable of learning
cognitive empathy and social development skills through a parent-child structured and relational
routine.
Previous Approaches
The focus of the Empathy Reading Project was to pilot an early childhood cognitive
empathy and social-emotional development intervention for children with ASD that could
benefit many children, if effective. Gena and colleagues (1996) were the first to complete an AB-A single-case research design (SCRD) study using puppets and storylines to teach appropriate
social responses to children living with ASD. The researchers had 30 social scenarios and
conducted specialized one-on-one sessions with each participant to enhance positive social
responses and behaviors. All participants improved social responses at school and at home from
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the intervention (N = 4). This study highlights the social learning capacity of children living with
ASD, the benefits of focused one-on-one attention, and the value of storylines to build social
awareness. In a follow-up study, Gena and colleagues (2005) used video modeling and in-person
modeling with preschool age children living with ASD to demonstrate appropriate social
expressions. The researchers used a system of rewards for positive engagement and all
participants had improved responses for sympathy, appreciation, and disapproval that
generalized beyond the research setting from both video and in-person lessons (N = 3). Gena and
colleagues’ (2005) follow-up study focused on young, preschool-age children and still showed
that very young children (e.g., ages 3-5) with ASD can learn social skills.
Previous research on CCPT has shown positive intervention outcomes reduce off-task
behavior in school, hyperactivity, and irritability in children (Meany-Walen et al., 2014; Swan &
Ray, 2014). In addition to working with the child, Schottelkorb and Ray (2009) included
classroom teachers in a combination intervention of CCPT and person-centered teacher
consultation for children living with Attention Deficit Hyperactivity Disorder (ADHD). The
results of the study showed that participants who received both CCPT and person-centered
teacher consultation benefitted the most from the cumulative nature of the combined intervention
to reduce ADHD symptoms (Schottelkorb & Ray, 2009). Schottelkorb and Ray’s (2009) results
show how helping the adults who influence a child’s environment and communicate with them
helps the child. Similarly, the researcher met with parents during the Empathy Reading Project to
offer them support.
Balch and Ray (2015) investigated CCPT with five children living with ASD from six to
nine years old and all five participants improved their social competence. Balch and Ray (2015)
did not use rewards like Gena and colleagues (1996; 2005) or engage with the adults in the
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child’s environment (Schottelkorb & Ray, 2009), yet child participants living with ASD
improved their social competence by engaging in child-centered, age-appropriate, therapeutic
play with a trained CCPT therapist. These results indicated children living with ASD could
increase their social efficacy through positive, supportive interactions. The literature review in
Chapter Two provides additional insight into current child-focused social-emotional
interventions for children living with ASD and the positive outcomes of researcher investigations
of how children living with ASD benefit from empathy education.
At present, empathy education programs are based in schools and therapist interventions
represent the majority of research on empathy development for children and adolescents (e.g.,
Ashburner et al., 2010; Bratitsis & Ziannas, 2015; Deschamps et al., 2014; Fleury et al., 2015;
Gena et al., 1996; Malti et al., 2016; Pickens, 2009). The analytic focus on cognitive empathy
and social-emotional development in children living with ASD in the Empathy Reading Project
focused on the gap between current ABA interventions for children living with ASD and play
therapy counseling interventions that might be met by a parent providing structured bibliotherapy
intervention. Wong and colleagues (2021) conducted a meta-analysis of studies on parents and
their role in their child’s empathy and concluded that parents were the number one influence on
their children’s empathy development. This researcher noted little analytic attention has been
paid to parents directly providing empathy education and social development focused
interventions with professional support. This researcher addressed this issue by demonstrating
the gap in the current literature and completing the Empathy Reading Project.
Empathy
Empathy is a multifaceted construct that includes emotional recognition of what another
person is feeling and cognitive understanding of someone else’s lived experience; both emotional
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and cognitive forms of empathy precede empathetic or prosocial behaviors (Bratitsis & Ziannas,
2015). Emotional empathy is an inborn human capacity that is observable between infants and
their caregivers. The social development of children living with ASD is of considerable
importance to their participation in school, peer groups, and their family system (Deschamps et
al., 2014). Decety and colleagues (2018) noted that the social interaction of students in the
classroom and their empathy for peers during preschool was an effective measurement of overall
social functioning. Empathy development continues through childhood and adolescence and
directly influences human connection to social surroundings (Eisenberg & Mussen, 1989).
Persons living with ASD have a reduced capacity for empathy which consequently inhibits their
social functioning (American Psychiatric Association, 2013). In the following section of Chapter
One, the researcher briefly reviews the intervention method for the Empathy Reading Project and
prior studies on social development support for children with unique abilities. In Chapter Two,
the researcher provides a thorough review of the literature; and in Chapter Three, the researcher
outlines the full research design for the Empathy Reading Project.
Bibliotherapy
The use of books for socio-emotional education is termed bibliotherapy (Mumbauer &
Kelchner, 2017). Bibliotherapy is an established method of enhancing children’s social and
emotional development and provides a widely accessible and distributable medium for empathy
education for families and helping professionals (Sullivan & Strang, 2002). Bibliotherapy can
take place one-on-one for individual development, in structured groups, and in classrooms to
support children’s development using storylines, imagery, and/or relatable characters (Cook,
2006). The intervention between parent and child participants in the Empathy Reading Project
will be bibliotherapy. Although studies on empathy in children have examined how important
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empathy is to build healthy social connections, these studies have not examined how to
effectively involve parents of children living with ASD in the child’s cognitive empathy and
social-emotional development.
Purpose Statement and Research Questions
The purpose of this study was to provide cognitive empathy and social-emotional
development support to preschool age children living with ASD through bibliotherapy with their
parents. Therefore, the researcher sought to examine the following research questions:
Research Question 1 and Hypothesis
Does participation in the Empathy Reading Project improve individualized behavior
concerns of a child living with ASD, as measured by an individualized daily child measure
(IDCM) co-created by the researcher and parents? The researcher hypothesized that therapistsupported parent-child bibliotherapy would improve child participant behavior concerns that
were identified by parent participants at the beginning of their involvement in the Empathy
Reading Project.
Research Question 2 and Hypothesis
Does participation in the Empathy Reading Project increase cognitive empathy in a child
living with ASD, as measured by the Empathy Scale for Children (ESC; Akyol et al., 2014)? The
researcher hypothesized that therapist-supported, parent-child bibliotherapy would increase
cognitive empathy and emotional recognition, as measured by the ESC.
Research Question 3 and Hypothesis
Does participation in the Empathy Reading Project increase social-emotional
development in children living with ASD, as measured by the Social Development Scale (SDS)
of the Child Behavior Inventory (CBI; Ireton, 1992)? The researcher hypothesized that therapist-
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supported parent-child bibliotherapy, would increase social skill development in children living
with ASD, as measured by parent report on the SDS of the CBI.
Research Question 4 and Hypothesis
Does therapeutic support of parents as provided in the Empathy Reading Project increase
parental acceptance as measured by the Porter Parental Acceptance Scale (PPAS; Porter, 1954)?
The researcher hypothesized that parents would experience an increase in parental acceptance of
their child with ASD after participating in weekly parent coaching sessions with the researcher
throughout the six-week bibliotherapy intervention phase of the study
Operational Definitions
To investigate the research questions, it was important to determine a common language
of the constructs in this study. The researcher defines the following terms, in alphabetical order,
to outline the scope of the Empathy Reading Project.
Affective Empathy
Empathy characterized as the ability to have an appropriate emotional response, one that
indicates they care, to what another person/individual feels in their situation, experience, or
position (Rueda et al., 2014). For example, “I am sorry you lost your favorite doll.”
Autism Spectrum Disorder (ASD)
Autism Spectrum Disorder (ASD) is defined by the Diagnostic and Statistical Manual V (DSMV. 2013) as,
Criteria A. Persistent deficits in social communication and social interaction across
multiple contexts, as manifested by the following, currently or by history (examples are
illustrative, not exhaustive; see text): 1. Deficits in social-emotional reciprocity, ranging,
for example from abnormal social approaches and failure of normal back-and-forth
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conversation; to reduced sharing of interests, emotions, or affect; to failure to initiate or
respond to social interactions. 2. Deficits in nonverbal communicative behaviors used for
social interaction, ranging, for example, from poorly integrated verbal and nonverbal
communication; to abnormalities in eye contact and body language or deficits in
understanding and use of gestures; to total lack of facial expressions and nonverbal
communication. 3. Deficits in developing, maintaining, and understanding relationships
ranging, for example, from difficulties adjusting behavior to suit various social contexts;
to difficulties in sharing imaginative play or in making friends; to absence of interest in
peers. Criteria B. Restricted, repetitive patterns of behavior, interests, or activities, as
manifested by at least two of the following, currently or by history (examples are
illustrative, not exhaustive; see text): 1. Stereotyped or repetitive motor movements, use
of objects, or speech (e.g., simple motor stereotypies, lining up toys or flipping objects,
echolalia, idiosyncratic phrases). 2. Insistence on sameness, inflexible adherence to
routines, or ritualized patterns of verbal or nonverbal behavior (e.g., extreme distress at
small changes, difficulties with transitions, rigid thinking patterns, greeting rituals, need
to take same route or eat same food every day). 3. Highly restricted, fixated interests that
are abnormal in intensity or focus (e.g., strong attachment to or preoccupation with
unusual objects, excessively circumscribed or perseverative interests). 4. Hyper- or
hyporeactivity to sensory input or unusual interests in sensory aspects of the environment
(e.g., apparent indifference to pain/temperature, adverse response to specific sounds or
textures, excessive smelling or touching of objects, visual fascination with lights or
movement). Criteria C. Symptoms must be present in early developmental period (but
may not become fully manifested until social demands exceed limited capacities or may

13

be masked by learned life strategies). Criteria D. Symptoms cause clinically significant
impairment in social, occupational, or other important areas of current functioning.
Criteria E. These disturbances are not better explained by intellectual disability
(intellectual developmental disorder) or global development delay. Intellectual disability
and autism spectrum disorder frequently co-occur; to make comorbid diagnosis of autism
spectrum disorder and intellectual disability, social communication should be below that
expected for general developmental level. (p. 50-51)
Bibliotherapy
The use of story and picture books to support social-emotional developmental skills in children,
using storylines, characters, imagery, and facilitative conversations. Bibliotherapy can be oneon-one, in groups, and is often employed in the classroom (Sullivan & Strange, 2002). For the
purposes of this study, the researcher implemented parent-led, one-on-one bibliotherapy with
their child.
Clinical Interview
A clinical interview can be conducted by a therapist/counselor, social worker, psychiatrist, nurse,
nurse practitioner, physician’s assistant, and helping professionals with expertise to support the
interviewee (Stack-Sullivan, 1954; Waltereit et al., 2020). Clinical interviews are focused on
attaining information from the client, patient, or interviewee on what their needs are and how the
expert can be of assistance. Clinical interviews can be formal with scripted questions or informal
with a more open dialogue (Stack-Sullivan, 1954; Waltereit et al., 2020). In this study, the
researcher, a trained mental health therapist, conducted all clinical interviews.
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Cognitive Empathy
Empathy characterized by the ability to think of how another individual would feel, believe, or
desire in their situation/experience/position (Mazza et al., 2014). For example, “I bet you want
help looking for your doll.”
Empathic or Prosocial Behavior
Behaviors intended to benefit another individual, such as helping, sharing, providing and/or
offering support or encouragement (Brazzelli et al., 2020). For example, “I can help you look for
the doll.”
Parental Acceptance
Parental acceptance is when a parent feels and behaves with unconditional love towards their
child, values their child as a separate and unique person with their own needs and wants, and the
child has the right to express themselves authentically (Porter, 1954). For the purposes of this
study, the researcher measured parental acceptance using the Porter Parental Acceptance Scale
(PPAS). The researcher examined parent’s scores to see if the parent increased their acceptance
of their child over time based on the pre-intervention scores.
Parent-Child Relationship
The reciprocal relationship between a parent and their child, wherein the parent is a primary
caregiver to the child. The relationship includes elements of parents providing support and
nurturing to facilitate the healthy development of their dependent child (Boutelle et al., 2009;
Eisenberg & Mussen, 1989; Funderburk & Eyberg, 2011).
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Scaffolding
Help provided to a child by a more advanced peer, parent, teacher, or person with more
knowledge and skill to increase the child’s ability to take situationally appropriate action and/or
complete a task (Riquelme & Montero, 2013).
Social-Emotional Development
The development of interpersonal relationship skills that reflect emotional awareness of others
and appropriate social responses, i.e., indicating they care for the other individual, to effectively
engage in relationships with parents, siblings, peers, educators, and members of the community
(Eisenberg & Mussen, 1989; Rueda et al., 2019; Willis, 2015).
Therapist Support
An integrative approach to collaborate with parents on how to act on behalf of their child, how to
assign meaning to their role as a parent, and how to process emotions related to the parent-child
relationship (Solomon & Chung, 2012).
Significance for Counselors
The need for interventions that reduce stress to the person living with ASD and their
families is important to the field of counseling and counselor educators. Counseling is intended
to support individuals, families, and couples in identified areas of desired change as well as
overall mental health stability (Young, 2021) Children living with ASD require specialized
approaches to treatment and to enhance family support (Solomon & Chung, 2012). In addition to
counseling for the person living with ASD, parenting support, psychoeducation, and relationship
counseling for co-parenting is also appropriate (Kuravackel et al., 2018; Rutherford et al., 2019).
At this time, a parent would require a separate diagnosis from their child’s diagnosis of ASD to
receive these types of support from a licensed counselor in Florida (NCSL, 2021). For the
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Empathy Reading Project, the researcher piloted a SCRD study to assess whether a parent-child
bibliotherapy intervention with therapist support could increase cognitive empathy, socialemotional development, and parental acceptance of the child living with ASD.
Research Design
SCRD is a quantitative research methodology to assess whether a counseling intervention
is effective with a small group of participants (Lenz, 2013). SCRD has a baseline or beginning
phase where targeted behaviors are assessed in the research participants; this baseline phase is
labeled phase A. The treatment or intervention phase is labeled phase B, and any other treatment
phase is labeled C, D, and so forth; each letter denotes a separate intervention process. The
follow-up phase or return to baseline without an intervention, is again denoted by the letter A
(Ray, 2014). The Empathy Reading Project is an A-B-A-B SCRD. During a SCRD study, there
is continuous evaluation of three or more identified treatment items to assess whether the
intervention has an effect on the designated outcomes, which is the IDCM in this study (Mills &
Gay, 2019). The researcher also used pre/posttests to assess clinical significance in which the
child’s scores were compared only to their own pre-scores on cognitive empathy and socialemotional development. Similarly, parental acceptance was compared to the parent’s own pretest scores to determine what, if any, gains were made.
Procedures
The researcher recruited families from local sites that provide support programs to
families with children who live with ASD. The parents collaborated with the researcher to
identify the needs of their child and whether the Empathy Reading Project could be potentially
helpful. Parents had to be literate and able to read with their child a minimum of five days a
week, and the child had a prior diagnosis of ASD and can benefit from verbal expressive and
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receptive social interactions. The daily measure for the Empathy Reading Project was
individualized to each child based on their parent’s report of social and behavioral growth
opportunities (Cornett & Bratton, 2015). The researcher administered pretests prior to the
baseline assessment and posttests following the bibliotherapy intervention. Data collection was
performed via Qualtrics for the parent’s pre/posttest completion and in person for the ESC
(Koksal Akyol & Aslan, 2014) with children. All data was saved on a password-protected
computer and retained in accordance with the University of Central Florida research policy and
procedures.
The intervention phase of the study, phase B, consisted of three weeks of structured
bibliotherapy between parents and children. The researcher selected and provided the
bibliotherapy intervention books and processing questions to facilitate dialogue about the books’
contents for the parent and child (Maich & Belcher, 2012). Parental support was provided
throughout the Empathy Reading Project by the researcher, a licensed therapist with doctoratelevel training and specialized coursework in play therapy. Parents met with the therapist, apart
from their child, to gain tools to support their child’s development of social-emotional skills and
cognitive empathy through the daily routine of reading together (Solomon & Chung, 2012). The
researcher met with parents weekly, via HIPPA-compliant zoom, to maintain contact and clarify
any information parents needed during all phases of the Empathy Reading Project. The
researcher was accessible to parents outside regularly scheduled meetings as well, to answer
questions and address their needs. During the follow-up phase of the study, participants were
asked to return to their regular routine and to continue daily measurements of the child’s
behavior for a timeline equal to the baseline phase. Posttests were completed at the end of the
first and second intervention phases. Once all phases of the study were completed and the results
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were calculated, the researcher shared results with the parents. The researcher reported the
results of this study in Chapter Four; and in Chapter Five, the researcher connected the current
study’s findings to previous literature, addressed implications, future directions, and limitations.
Chapter One Summary
In this chapter, the researcher identified (a) the rise in diagnosis of ASD (Maenner et al.,
2020), (b) that children with ASD can have challenges with empathy and social interactions
(American Psychiatric Association, 2013), and (c) the most common treatment for ASD is ABA
therapy (Leaf et al., 2021). Although previous researchers found that parents were vital to their
child’s empathy development (Wong et al., 2021), only 15% of ABA therapists engage parents
in treatment (Ingersoll et al., 2020). Unfortunately, there is no requirement of health insurance
companies to cover alternative treatments to ABA therapy, such as CCPT, for the treatment of
ASD (NCSL, 2021). There is emerging evidence that ABA therapy can have long-term negative
consequences for some participants who report experiencing stress from the intervention
(Kupferstein, 2019; Sandoval-Norton & Shkedy, 2019). For the first time, persons living with
ASD are being assessed for post-traumatic stress related to ABA treatment and there are
significant differences among groups who received ABA and those who did not have treatment
(Kupferstein, 2019). In addition, there is a gap in the counseling literature on involving parents in
the treatment of ASD to enhance the social-emotional development of their children. The
Empathy Reading Project focused on filling this gap in the existing literature by using a
bibliotherapy intervention that was cost effective, safely completed at home, and did not demand
significant resources from parents or children.
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CHAPTER TWO: LITERATURE REVIEW
This chapter is a review of the previous research on improving the social-emotional skills
of children, adolescents, and adults living with autism spectrum disorder (ASD) (Mazza et al.,
2015; Rueda et al., 2015). Specifically, the researcher reviews how single-case research design
(SCRD) has been used to assess interventions for persons living with ASD and other small
groups for their individual needs (Balch & Ray, 2015; Gena et al., 1996; Schrandt, 2009). There
is an abundance of research on the important role parents play in the social-emotional
development of their children (Wong et al., 2021). Herein, the researcher highlights prior studies
on how parents influence both the biological and psychological aspects of their children’s
emotional development (Matsudaira et al., 2016). The Empathy Reading Project focused on
adding to this literature with a pilot study of parent-child bibliotherapy with therapeutic support
for parents of children living with ASD.
Empathy Origins
Carl Rogers (1959) defined empathy as being when one person can perceive and
experience another person’s condition as if it were their own. Bratitsis and Ziannas (2015)
defined empathy as sharing emotion, even suffering, with others as well as the ability to think of
another person’s perspective. For the purposes of the Empathy Reading Project, the researcher
used the following adapted definition: the emotional recognition of what another person is
feeling (affective empathy) and the cognitive understanding of someone else’s experience
(cognitive empathy). Emotional (e.g., affective) and cognitive forms of empathy are precursors
to empathic or prosocial behaviors (Eisenberg et al., 2010). Empathic or prosocial behavior are
the actions one takes to benefit another individual, such as showing care, providing comfort,
sharing, and helping (Eisenberg & Mussen, 1989).
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Empirical observations of empathy date back to Charles Darwin and his theories of
evolution. Darwin observed his own children and noted their empathic ability to connect with
caregivers (Darwin, 1872). More recent scholars also agree that in early infancy, human beings
emotionally empathize with their immediate caregiver (Stern & Cassidy, 2018; Decety & Meyer,
2008). It is noteworthy that emotional or affective empathy is possible during a pre-cognitive
stage of human social development (Meyza et al., 2017). The origin of inborn empathy is
captured by the work of neural biologists who discovered mirror neurons. “Mirror neuron” is a
term coined to explain the ability of the brain to recognize the experience of another and take
similar action (Gallese et al., 1996). Mirror neurons are theorized to enable infants to perceive
emotional signals from those around them and respond (Gallese, 2006). The theory of how the
brain evolved to use mirror neurons for early empathic connection is that it was to provide an
increased likelihood of survival through vicarious emotion (Decety et al., 2012). There is
evidence that infants experience empathy for both positive and negative emotions in their
parents/caregivers and surroundings (Stern & Cassidy, 2018). Therefore, our earliest
subconscious education on empathy is through interactions with our parents/caregivers.
Cognitive empathy is not solely emotional, and cognitive empathy is observable in
children at approximately two years old (Rheingold et al., 1976). Emotional and cognitive
empathy responses mature and are observable in preschool age children when they connect with
classmates, peers, teachers, and those around them. Developmental researchers have identified
how a two-year-old child can recognize the emotion of another person and think about what the
emotion means as well as what to do to help, support, and connect with that individual (Decety et
al., 2018). The ability to fully take another child’s or person’s perspective is also observable in
neurotypical children around age four (Decety et al., 2018; Macnamara et al., 1976). Empathy
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development plays a key role in early social developmental for children’s empathic and prosocial
behaviors (Pickens, 2009; Ashburner et al., 2010; Eres et al., 2015). Eisenberg and colleagues
(1999) performed a longitudinal study and observed that early measurements of empathy
responses are consistent over the lifespan. The researchers concluded empathic responses
developed and supported early in life can have a positive effect on social connections and health
over the lifetime (Eisenberg et al., 1999). Healthy social connections improve the physical health
and overall well-being of human beings (Cacioppo & Hawkley, 2003; Hosseini et al., 2020). In
summary, emotional empathy develops first and is followed by cognitive empathy that (which
together) spurs on empathic, prosocial behaviors in preschool age children. Empathy in all forms
helps human beings form social connections which lead to overall improvements in health.
Therefore, children living with ASD stand to benefit from early childhood empathy education.
Empathy and Children Living with ASD
When considering empathy development in children living with ASD, it is important to
know the diagnosis is met by a combination of symptoms that can have mild to severe
presentation and vary from person to person (American Psychiatric Association, 2013).
Therefore, ASD can present differently in different people. Structural brain differences are
observable in persons living with ASD (Rooij et al., 2018). Differences in regions of the brain
responsible for regulating social connections are theorized to be a part of the cause for
differences in empathy and social connectedness (McAlonan, et al., 2005). Studies of mirror
neurons indicate less activity in the brains of children living with ASD compared to their
neurotypical counterparts (Dapretto et al., 2006). The importance of empathy for social
connection has generated multidisciplinary investigations of empathy across researcher domains,
including but not limited to neurology (Komeda et al., 2015), education and the classroom
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environment (Franzese, 2017), counseling (Balch & Ray, 2015), and theory of mind (Gallagher
& Frith, 2003)
Children who are better able to express and receive social messages are more likely to
have healthy social interactions (Hartley et al., 2008). Being able to think of how someone else
feels - cognitive empathy - is critical for social engagement. Conversely, social isolation due to a
lack of cognitive empathy and social-emotional skills can lead to social challenges, such as
negative peer connections and difficulty engaging in the complexity of a social routines. A lack
of empathic understanding increases the likelihood a child with ASD will show aggression
towards themselves and others (Ashburner et al., 2010). The fewer adaptive social skills a child
with ASD has, the more likely they are to act out with aggression and tantrums (Dominick et al.,
2007). Pouw and colleagues (2013) specifically noted that the impaired understanding of others’
emotions was correlated with increased aggression in children with ASD. The earlier empathy
and social development interventions are provided to children living with ASD, the earlier social
connection can be supported as a developmental building block (Eisenberg & Mussen, 2010;
Harmsen, 2019; Riquelme & Montero, 2013; Vygotsky, 1978). It is important to note that social
connectedness helps alleviate stress, while social isolation leads to poorer health and mental
health outcomes (Cacioppo & Hawkley, 2003; Sapiro & Ward, 2019). In conclusion, people
living with ASD are at an increased likelihood for social isolation and therefore potentially
decreased health, mental health, and overall wellbeing. The Empathy Reading Project was an
exploration of early intervention for empathy education between parents and children to mitigate
the risks of impaired empathy functioning in children living with ASD.
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Teaching Empathy Responses
Persons living with ASD can learn how to recognize emotion and respond appropriately
when provided empathy education and supportive interventions (Gena et al., 1996; Schrandt et
al., 2009). Researchers have investigated the benefits of providing empathy education to children
and adolescents living with and without ASD to break down social isolation, prevent aggression,
and increase school success (Pickens, 2009; Malti et al., 2014). In their investigations,
researchers have provided empathy education through stories, puppets, vignettes, electronics, and
other modalities (DeChamps et al., 2014; Gena et al., 1996; Schrandt et al., 2009; Wu et al.,
2020).
Wu and colleagues (2020) developed the Empathy World game, a computer tablet-based
interactive story, which assesses attention, perception, and empathy responses in preschool age
children. The researchers’ focus was to offer a solution to concerns that electronic-rich
educational environments erode social-emotional development. The research participants (N =
12; n = 9 boys, n = 3 girls) had one-on-one time with the researcher to play the game for 10-15
minutes and then shared a conversation about the game and their experience over a three-month
period. Wu and colleagues (2020) created Empathy World game with four themes: nursery,
kindergarten, school, and home. Each theme has six to eight stories and low to high emotional
complexity. The themes and storylines created for the Empathy World game mirror bibliotherapy
interventions. Results of this study showed children’s engagement with the game improved their
selective attention to identify social cues required for empathy responses within the game and
enhanced empathic concern. This outcome provided evidence that enhancing how the children
thought of the situation could increase their cognitive empathy. The results of this study were
positive for using hybrid design to improve cognitive empathy, yet no attention was paid to the
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one-on-one attention of the researcher with the child. The specialized attention with the
researcher while playing a game, outside the child’s routine in their assigned classroom, may
have had social rewards for the child that were not assessed. The follow-up questions, after
game-playing, were scripted and social learning was more likely to occur through the directed
dialogue. The participants’ measured outcomes for the Empathy World game were empathy
responses captured by the in-game choices and eye tracking measurements of what the
participant looked at on the game’s screen. Wu and colleagues (2020) focused on engaging early
in the development of empathy for participants’ social and educational benefit, which could also
have benefits for children with ASD. The Empathy World game is a modern, interactive
approach to provide empathy education. However, the human element of the intervention, when
each child had one-on-one support from the researcher to play the game, was excluded from the
analysis and is worthy of further investigation. Taking this into consideration, the researcher of
this study brought the relationship element back into the Empathy Reading Project as part of the
intervention by focusing on parent involvement.
Previous researchers focused on the ability of school-based interventions for children
living with ASD to influence empathy, social skills, and classroom readiness. Unfortunately,
researchers used inconsistent interventions, making it difficult to compare findings and draw
conclusions for this population (Koenig et al., 2014). Mazza and colleagues (2014) found
persons living with ASD benefitted from empathy education and direction on what social
messages to address and how to respond appropriately. Pickens (2009) found preschool
programming for early childhood social support enhanced empathy and social relationships.
There is no lack of evidence that children and adolescents benefit from empathy education
(Bratitsis & Ziannas, 2015; Eisenberg et al., 2010), but there is a lack of reproducible
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interventions across studies and consistency in age groups within these studies (Koenig et al.,
2014). In this study, the researcher attempted to overcome the lack of reproducible interventions
in the literature by creating a manualized approach to the intervention phase of the study. The
researcher selected bibliotherapy for the Empathy Reading Project because it was a widely
distributable option for parents and children to engage in at home with limited resources.
Previous researchers used parent and teacher reports to assess empathy in children living
with ASD (Dadds & Roth, 2008; DeChamps et al., 2014; Mazza et al., 2014). Children living
with ASD may not have the vocabulary or expressive ability to share their feelings and that
limits the data collection process. The measurement of cognitive empathy focuses on what the
child thinks the other person is feeling (Akyol et al., 2014). Some researchers have used pictures
to assess cognitive empathy directly in those living with ASD (Dziobek et al., 2018). The
separation of cognitive empathy from affective empathy stems from the body of literature which
suggests that children living with ASD struggle most with cognitive empathy (Mazza et al.,
2014). The following literature focuses on the SCRD studies focused on supporting socialemotional development in children and persons living with ASD and other intellectual and
developmental disabilities and mental health diagnoses. The researcher selected SCRD because
there was no prior study on using bibliotherapy between parents and their children living with
ASD, in combination with therapeutic support for parents, to provide empathy education. SCRD
provided the researcher a way to pilot the merger of multiple proven concepts (e.g.,
bibliotherapy, empathy education, parent-child relationships, parental support) with a small
group of participants and measure their progress against their own performance and not one
another (Lenz, 2013).
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Prior SCRD Intervention Studies
Gena and colleagues (1996) were the first to conduct an A-B-A SCRD intervention study
with a small group of children and teens living with ASD (N = 4) to investigate affect
generalization in more than 30 social scenarios. Therapists would meet with research participants
five days a week and converse with them in 15-minute segments. During this time, the therapists
would seek appropriate social responses to their disclosures (i.e., “I have a headache”) such as a
potential desired response of, “Oh no.” Affective storylines were both positive and negative.
Affective categories for this study were: (a) showing sympathy, (b) talking about favorite things,
(c) laughing at absurdities, and (d) showing appreciation. The researchers used a system of
rewards for correct responses on a five second delay. Participants could accumulate tokens for
prize selections, such as food and toys with each socially appropriate response.
All the research participants (N = 4; males, n = 3; females, n = 1) were actively enrolled
with the Princeton Child Development Institute’s Education Program and were between 11 and
18 years old. Teachers identified the participants as having flat and limited affect in the
classroom. Baseline measures for the participants included a full-scale intelligence quotient
(Stanford-Binet Intelligence Scales; Barram & Roid, 2004 or Wechsler Intelligence Scale for
Children – Revised; Wechsler, 1974). Therapists provided modeling and corrective responses up
to three times per 15-minute meeting. The researchers recorded facial and verbal responses for
the baseline, intervention, and follow-up phases of the study. Results showed all participants
were able to improve their affective responses during the intervention phase and one month
thereafter (visual analysis). At the beginning of the study, two participants had a baseline of zero
appropriate verbal and facial responses for all affective categories. One participant had one
proper verbal response and one proper affective response to showing appreciation; yet they were
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unable to express sympathy in most of the sessions at baseline. The fourth participant was only
able to show appropriate verbal and facial expressions when discussing his favorite things during
baseline evaluation. By the end of the intervention phase, all participants had appropriate
affective responses between 83-100% of the time, across all affective categories. The average of
correct verbal and facial responses was 92% across participants.
For outside evaluation, Gena et al. (1996) employed graduate students and teachers
unfamiliar with the intervention study to complete post-intervention observations. They achieved
an 80% interrater reliability. At the one-month follow-up, no participants had a regression to
baseline behavior (visual analysis; maintained 83-100% accuracy). This study highlights that
training can improve the social functioning of persons living with ASD. Gena and colleagues
(1996) highlighted how appropriate social interactions are vital to breaking down the isolation
experienced by persons living with ASD. This A-B-A SCRD study provides preliminary
evidence that affective and social skills interventions can generalize to a broader social context
for these participants. All research participants’ behaviors improved outside of school and the
classroom setting according to parent report. The generalization of the training encourages
further efforts to intervene and provide social-emotional developmental support to children and
adolescents living with ASD through engagement with their caregivers.
Gena and colleagues (2005) followed up the 1996 study with an A-B-A-C-A SCRD
intervention study using in-person and video modeling for affective response training with
preschool age children living with ASD. Research participants (N = 3, males, n = 2, females, n =
1) were between the ages of three and five years old and all had been previously diagnosed with
ASD. The researchers measured affective empathy training on appropriate displays of sympathy,
appreciation, and disapproval. Baseline measures on all three children included their IQ
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(Stanford-Binet Intelligence Scales; Barram & Roid, 2004) and verbal functioning (Peabody
Picture Vocabulary Test; Dunn & Dunn, 1997). All three participants had the ability to label
emotions, such as anger, sadness, and joy, but did not respond appropriately to social cues. A
therapist provided 15-minute sessions, five days a week during the intervention phases of the
study. A five second delay corresponded to rewards provided for socially correct responses to
cues. The therapist could model appropriate responses in the first intervention phase (phase B) of
the study; in the second intervention phase (phase C), the therapist used a video to provide
corrections to the social responses of the participants. The visual analysis results showed that all
three children benefited from both in-person and video modeling for affective training with
improved social responses. Baseline for all participants was zero to 10% correct responses across
a variable timeline of seven to 22 sessions. During the first intervention phase two participants
had in-person modeling and one had video modeling. All participants peaked at 100% accurate
responses by the end of phase one (phase B)of the intervention. Between interventions, the
research participant responses regressed towards the baseline measure of zero to 10% or 20%
accurate affective responses. In the second intervention phase (phase C), conditions were
changed, and two participants had video and one had in-person modeling. By the end of phase
two of the second intervention, again, all participants had 100% accuracy for all affective
responses. During the follow-up phase, maintenance and generalization of the affective and
social skills training occurred. Mothers of the treatment participants reported improvement in
their social interactions with their children at home. In addition, improved affective responses
generalized to new therapists for all participants. In conclusion, the study by Gena et al. (2005)
supported the value of providing affective and social skills training early in childhood, indicating
greater benefit to the child and their social-emotional developmental trajectory. Similarly, this
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researcher provided an intervention to young children living with ASD based on the conclusion
that early childhood interventions provided the best possible long-term benefit.
These studies both have limitations in their data analysis because the researchers did not
include accepted effect size analyses for SCRD, such as percentages of non-overlapping data
(PND; Scruggs et al., 1987) or percentage of data that is above the median (PEM; Ma, 2006).
PND and PEM analyses aid in the dissemination of research results and future meta-analyses
(Lenz, 2013). Moreover, the researchers employed a system of rewards in both studies and using
food as a reward with children is controversial because it can promote overeating, ingesting
sugar, and potentially weight gain (Bandi et al., 2013; Fedewa & Davis, 2015). Nevertheless, the
reward system did result in retention of affective and social skills training and the benefits to the
participants were evident across age groups, variance of autism spectrum diagnosis, verbal skills,
and IQ. In the second study, Gena et al. (2005) highlighted the opportunity for both in-person
and video or technology-based modeling for affective and social skill trainings for children
living with ASD.
Other SCRD studies with children living with ASD also have had mixed results for
affective training and support. Schrandt and colleagues (2009) completed an A-B-A SCRD study
providing a play-based intervention on empathic responding for four children (N = 4; males, n =
3; females n = 1), ages five to eight years old. This study assessed verbal and physical empathy
responses. The intervention employed short storylines, using puppets and modeling, with a
behavioral reinforcement reward system. Children participating in this study met with a member
of the research team at their school for one-on-one play-based interventions. The play-based
intervention occurred four or five days a week for 20 to 30 minutes in duration across 30 total
sessions. The researchers completed vocabulary assessments for each child with the Peabody
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Picture Vocabulary Test (Dunn & Dunn, 1997) and the Expressive Vocabulary Test (Williams,
1997). Vignettes used in the intervention phase had three emotion categories:
excitement/happiness, frustration, and pain/sadness. The researchers provided rewards three
seconds after the participant responded to the vignette’s storyline appropriately. The reward
system included snacks and activities available to participants for accumulation of tokens given
for correct and contextually appropriate responses.
The results of the Schrandt et al. (2009) study varied across participants because of the
children’s different baseline performances. For example, not all participants were evaluated in
each affective category because their baseline measure of social/emotional development showed
they did not recognize some emotions. One strength of the SCRD that Schrandt et al. (2009)
employed was to adapt the intervention and assessment based on individual differences in the
child participants’ baseline assessment (Lenz, 2013, 2015). Children who did not have a stable
baseline in specific affect categories continued with the intervention study in the areas they could
potentially benefit. Visual analysis results from this A-B-A SCRD showed all four children
improved their empathic responses in the category of pain and sadness with generalization to
situations and people outside the intervention. Baseline for all participants was zero correct vocal
responses and one or two correct physical responses for sadness/pain. After the intervention
phase, all participants had majority correct (>55%) verbal and motor empathy responses to the
training vignettes. Only one participant was able to participate in all three affective categories
and had a baseline of zero for accurate verbal responses in happiness/excitement and frustration
and one to three correct motor responses. After the intervention, this participant was able to
achieve 100% accuracy in vocal and motor responses by the completion of session 41.
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To assess the generalization of the intervention, the researchers had similar scenarios
acted out in front of the children, by real people, not puppets. When the children watched the
skits, teachers and research team members observed and noted the children’s responses with an
83-100% interrater reliability. For sadness/pain empathy responses, all participants maintained
improvements in vocal and motor responses to sadness and pain. For the participants that
engaged in all three affective categories, observers noted gains in empathy responses to
frustration and happiness/excitement generalized to new people and settings (Schrandt et al.,
2009). This study highlights the unique abilities of children living with ASD and the challenge to
find a one-size-fits-all intervention. The complexity of the intervention and duration of 41
sessions makes it difficult to duplicate in other educational and therapeutic settings.
Nevertheless, the results point to the value of one-on-one focused attention to improve empathy
and social-emotional development in children living with ASD. For the Empathy Reading
Project, the one-to-one attention was between parent and child to assess if the parent-child
relationship could build social-emotional development and empathy in the child living with ASD
with therapist support. The parent-child relationship is influential to the child’s social-emotional
development, and, unlike therapy, it does not require a new relationship to be formed or have a
designated end (Wong et al., 2021).
Balch and Ray (2015) provided child-centered play therapy (CCPT) to five children (N =
5; males, n = 3; females, n = 2) living with ASD between the ages of six and nine years old in an
A-B-A SCRD intervention study. The children met with their therapist twice a week for thirty
minutes for twenty sessions. The research team used the Social-Emotional Assets and Resilience
Scales for Parents (SEARS-P; Merrell, 2011) to assess if the play therapy intervention improved
empathy, responsibility or self-regulation skills, and social competence in the child. Parents of
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research participants completed the SEARS-P weekly during baseline, intervention, and followup phases of the study. This study differed from the previous SCRD studies because there was no
system of external rewards. CCPT is a relational intervention where the therapist plays with the
child in a non-directive approach and the play itself is considered the reward (Landreth, 2012;
Meany-Walen, 2018). In other words, during CCPT, the therapist empathized with the child
directly, validated and supported them, and reflected the child’s thoughts and feelings, all of
which provided direct modeling (Landreth, 2012).
Results of this study were mixed, similar to the Schrandt et al., (2009) study. All five
children showed improved social competence while participating in the intervention phase of the
study (visual analysis; non-overlap of all pairs with weak to medium treatment effects), which
was believed to be the product of the relational components of CCPT. During the intervention
phase, only two children demonstrated improved self-regulation; however, at follow-up, a third
child showed improved self-regulation by parent report. During the follow-up phase, only one
child regressed toward their individual baseline, making the majority (four of five) successful at
retaining their increased social competence. The improvement reported at the time of follow-up
may have been from the cumulative effect of the CCPT intervention. Three of the five children
showed improved empathy during the intervention and follow-up phases of the study, whereas
two children did not have any empathy improvement during the study nor thereafter. Difficulty
empathizing is an ASD diagnostic feature and the differences in empathy outcomes highlight
how individuals diagnosed on the autism diagnostic spectrum each present in a unique way. Still,
the outcomes of this study provide evidence that child-centered play time with a caring therapist
cultivates measurable change in the social development of children living with ASD.
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Limitations to this study include the sample size and the limitations to external validity,
similar to previously cited SCRD studies on affective training. The five children who
participated in this study cannot adequately represent all children living with ASD in their age
range. However, this study stands apart from the others because it used a relational intervention
of CCPT. Balch and Ray (2015) noted it was important for therapists to recognize that additional
time in CCPT may lead to greater outcomes and generalization. The researchers also identified
limitations to the measurement tool, stating that the SEARS-P may be best utilized for children
who have previously been labeled high-functioning ASD and not those who have previously
been labeled low-functioning. It is possible that the children who did not show improvement
were not measured by the SEARS-P for their individual gains. The value of this study is in the
relational aspects of the intervention because it moves away from external rewards and into the
internal rewards of human connection. This researcher built the Empathy Reading Project on the
work of Balch and Ray (2015) and play therapy literature on the positive benefits of specialized
time for play and connection to improve the social-emotional development of children living
with ASD.
Schottelkorb and Ray (2009) investigated CCPT and person-centered teacher
consultation (PCTC) in an A-B-C-A SCRD study with elementary school students (N = 4, all
males) living with Attention Deficit Hyperactivity Disorder (ADHD) and displaying off-task
classroom behaviors. PCTC is a one-on-one meeting between the researcher-therapist and
teacher that offers a non-judgmental, supportive consultation on the child’s classroom behaviors
and teacher’s experience (Ray, 2007). The research team evaluated whether CCPT or CCPT plus
PCTC could reduce symptoms of ADHD using the Direct Observation Form (DOF;
McConaughy & Achenback, 2009), Conners’ Teachers Rating Scale-Revised (Conners, 2001),
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and the Teacher Report Form (Achenback & Rescorla, 2001).The researchers identified
participants by teacher responses to the Teacher Report Form and Conner’s Teachers Rating
Scale-Revised, obtained parental consent, and included only participants not taking psychotropic
medicine.
The researchers utilized the DOF for baseline, intervention, and follow-up data points.
For one participant, the baseline was not considered stable, but the research team continued with
the intervention phases due to time constraints placed by the school. All CCPT sessions occurred
at school and the teachers had their consultations apart from their instruction time. The research
study phases consisted of baseline for three weeks without intervention (phase 1), CCPT for six
weeks of twice weekly individual sessions (phase 2), CCPT plus PCTC for six weeks of once
weekly teacher-therapist PCTC with continued CCPT treatment (phase 3), and three weeks of
follow-up without any interventions (phase 4). The researchers implemented reading mentoring
for two of the four participants who did not receive phase 3 of the study for comparison to the
other research participants who received both treatment conditions. Two of the four children had
positive ADHD symptom reduction from CCPT (phase 2; PND = 86-100%) and CCPT plus
PCTC (phase 3; PND = 100%) and two had questionable changes to their ADHD symptoms
(phase 2; PND = 67% to 86%). No significant changes from baseline took place during the
reading mentoring intervention. During the follow-up phase, the researcher conducted parent and
teacher interviews. One parent noted external circumstances such as divorce and relocation
during the study for their child and one teacher shared their concerns regarding a learning
disability for another research participant. These verbal reports provided data on some outside
variables that may have affected the results. Additionally, the participant who did not have a
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clear baseline had only questionable results, which may have been an outcome of incomplete
baseline data.
Results indicated some children living with ADHD and demonstrating off-task behavior
may benefit from CCPT; and their teacher’s use of child-centered directive language and
consultation with a counselor could further aid the child in making behavioral adjustments in the
classroom. The research team’s inclusion of teacher consultation played a significant role in
going beyond the child to include the adult who has primary influence over their environment.
The limitations to this study include the possibility of not ruling out that the cumulative effect of
CCPT followed by CCPT plus PCTC compounded the benefits of the intervention process for
the participants who received both interventions. Schottelkorb and Ray (2009) recommended
using one intervention phase, in future, to clarify the study results. Despite that limitation, this
study suggested a way for school counselors to engage teachers in the intervention of CCPT with
students who have diagnosed mental health needs and are displaying off -task behavior in the
classroom. Although ASD is not the same as ADHD, children living with ASD can struggle with
following a classroom routine and off-task behaviors. This researcher built on the work of
Schottelkorb and Ray (2009) by providing education to parents on using child-centered language
and tools for interacting with their children to positively redirect behavior as well as engage in
child-focused bibliotherapy and one-on-one specialized time in a daily routine.
Swan and Ray (2014) completed an A-B-A SCRD intervention study using CCPT to
address hyperactive and irritable behaviors in children living with intellectual disabilities (ID).
Participants in this study (N = 2) were diagnosed by the school with an ID (Vineland Adaptive
Behavior Scale; Sparrow et al., 2005]; DSM-IV-TR [American Psychiatric Association, 2000]),
demonstrated behavioral issues in the classroom, had been placement in a self-contained
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classroom, and had borderline or clinical scores from their parent and teacher’s reports on the
Aberrant Behavior Checklist (ABC; Aman et al., 1985). The participants both went to the same
elementary school in the southwest United States and had moderate to severe language
impairment. Swan and Ray (2014) investigated whether the positive benefits of CCPT could
extend to children living with ID. The dependent variable for this study was the subscale scores
of the ABC: (a) irritability, (b) lethargy, (c) stereotypy, (d) hyperactivity, and (e) inappropriate
problem behaviors. The research team provided training on the ABC to the classroom teacher
and teacher’s aide. Teachers and classroom aids completed the ABC on three alternate school
days during the week for baseline, intervention, and follow-up phases of the study. The
intervention consisted of three, 30-minute CCPT sessions per week for five weeks. To ethically
close the intervention phase of the study, the play therapist visited the classroom twice a week
for fifteen minutes for two weeks of follow-up.
Results indicated that the irritability and hyperactivity in both participants was
significantly reduced during the treatment phase and follow-up phase of the study. The
researchers’ analyses of the CCPT intervention included visual analysis and PND. Analyses of
the CCPT intervention showed high levels of fidelity. For both participants, the PND statistic
was 100% by the final CCPT session for hyperactivity and irritability. This pilot study provided
evidence that children with ID can benefit from CCPT. Before Swan and Ray’s (2014)
investigation, the relational components of CCPT had not been studied with children living with
ID.
One limitation to this study was that generalization of findings is not possible due to the
small number of participants. Nonetheless, the outcomes provided evidence that children with ID
may benefit from relational interventions. Being able to verbally communicate at age level was
37

not required for observable benefits from CCPT. Children with ASD sometimes have echolalia
and atypical language that inhibits their interactions, similar to children living with ID (Pruccoli
et al., 2021). This A-B-A SCRD study adds to the existing body of literature that suggests CCPT
can improve children’s mood, autonomy, and social and overall wellbeing (Landreth, 2012) and
validates the need for larger investigations on CCPT with children living with developmental
delays which may be applied to children living with ASD.
In a similar study with five 6-year-old boys, Meany-Walen and colleagues (2014)
conducted a randomized control A-B-A SCRD study using Adlerian play therapy (AdPT) to
address externalized classroom behaviors in elementary school boys. The externalized classroom
behaviors included being off-task, aggression, destruction of property, verbal outbursts, breaking
rules, hyperactivity, and oppositional and attention seeking behaviors. Teachers completed the
caregiver-teacher report form (Carey & Furlong, 2001) to identify potential participants with
borderline or clinical range scores on externalizing behaviors. Participant names were randomly
drawn for the treatment or control groups (n = 3 treatment, n = 2 control). Trained observers
completed the DOF (McConaughy & Achenbach, 2009) at the school while in the classroom, at
lunch, at recess, or in a group setting. Once the DOF was completed, observers completed an 89item checklist for disruptive classroom behavior to assess externalized behaviors during that
observation.
Treatment participants received 15 to 17 AdPT sessions and the control group received
no intervention. For the control participants, one had no change in behavior, and one had a brief
period of improvement and then regression to his baseline. In the treatment group, on-task
behaviors increased in all three participants to varying degrees. The researchers analyzed the
results of the AdPT intervention with PND (Ma, 2006; Tarlow & Penland, 2016). During the
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intervention phase, child A had almost no improvement (PND = 13%), child B demonstrated
moderate improvement (PND = 80%, Ma, 2006), and child C demonstrated questionable
improvement (PND = 67%, Ma, 2006). During the follow-up phase, child C maintained
improvements from the treatment phase (PND = 67%) with fewer externalized behaviors. Child
A who had almost no improvement during the AdPT intervention (PND =13%) made gains
during the follow-up phase (PND = 67%), resulting in improvements in classroom engagement.
For child B, the follow-up phase results of AdPT were highly effective (PND = 100, Ma, 2006),
which also represented improvement beyond the intervention phase.
Externalizing behaviors can disrupt the classroom, peer relationships, and the socialemotional development of children. Externalizing behaviors are observed in children living with
ASD, such as aggression with a peer and tantrums in class (Ashburner, et al., 2010). MeanyWalen and colleagues (2014) were the first to provide AdPT as a relationally focused,
individualized intervention to children with externalizing behaviors. The generalizability of the
researchers’ positive results in these three students was limited by the small sample size.
Nevertheless, the study offered a beginning for investigation of relational approaches to address
externalizing behaviors. It is noteworthy that each participant had fewer externalizing behaviors
in the follow-up phase of the study. In conclusion, this study provides further evidence that
relational play can diminish or extinguish behaviors that are inhibiting a child’s social
development and connection to others. Following this example, the Empathy Reading Project
was designed to have parents meet with their child daily, during the intervention phase, to have a
specialized time to connect socially, regardless of whether the child was willing to participate in
bibliotherapy.
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Cognitive Empathy in ASD
In 2008, Dziobek and colleagues piloted the Multifaceted Empathy Test (MET) with
adult participants (N = 17; males, n = 13, females, n = 4) living with Asperger’s syndrome (AS,
Diagnostic and Statistical Manual [DSM-IV]; American Psychiatric Association, 1994).
Dziobek and colleagues (2008) created the MET to assess both cognitive and affective empathy
through images that included context as well as people, for example, a birthday party scene with
a cake and people sitting around a table. The researchers used the Interpersonal Reactivity Index
(IRI; Davis, 1980) to compare research participant responses to the control group participants,
which were matched on demographics to the treatment participants living with AS. The images
used for the MET were taken from stock and previously published photos. To assess emotional
reactions, the researchers asked participants to respond to the Self-Assessment Manikin (Lang et
al., 1997). The Self-Assessment Manikin is a scale from zero (very calm) to nine (very aroused)
and uses photos with the numbers to exemplify the responses. Participants had to complete the
Self-Assessment Manikin in three questions: how the person in the depicted image felt (correct
mental state observation), how they feel (emotional empathy implicit; EEI), and their degree of
concern (emotional empathy explicit; EEE). To protect results from social desirability responses,
participants completed the Marlowe-Crowne Social Desirability scale (Crowne & Marlowe,
1960) as well.
Results of this study provided outcomes on differences between affective empathy and
cognitive empathy in persons living with AS. Participants with AS had significantly lower
cognitive empathy than their control group counterparts (t = 2.1, p < .05). Conversely, implicit
and explicit emotional empathy ratings were not significantly different between the two groups
(EEE: t = -.3, p = .79; EEI: t = 1.6, p = .12). Emotional arousal to the context photos of the MET
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were nearly equal across research participants and the control group as well (t = -.6, p = .52). The
researchers assessed the validity of the MET results by comparing them with the IRI results and
similar outcomes resulted. The MET internal consistence for all scales, ranged from .71 to .92.
Persons with AS had significantly lower perspective taking or cognitive empathy scores (t = 4.5,
p < .001), yet not as significantly low empathic concern (t = 2, p = .051). The AS group scored
high on the personal distress subscale for emotional empathy (t = -4.6, p < .001), showing
increased stress responses to challenging situations and interpersonal interactions. The increased
stress highlights how the ability to have social connections affects the mental health and overall
wellbeing of persons living with AS.
The primary goal of this study was to assess cognitive and emotional empathy in persons
with AS using the MET. Using images with context and persons provided new perspective on the
emotional arousal in persons living with AS, apart from how they may think of the other person
or situation. This study is widely cited for helping to build literature on the distinguishing aspects
of cognitive and emotional empathy because the felt experience of empathy is defined separately
by the researchers from recognition of another person’s emotions and ability to think about how
to respond. Some limitations to this study are the small sample size and the fact that the
participants were diagnosed with AS which was considered high functioning when compared to
the variability in the current ASD diagnostic profile in the DSM-V (American Psychiatric
Association, 2013). The adult participants in this study were not screened prior to interventions
and treatment, which is potentially a confounding variable. Nevertheless, this group of
participants provided evidence of emotional responses consistent with neurotypical peers. This
study encourages future research on supporting cognitive empathy development in persons living
with ASD. For the Empathy Reading Project, this researcher followed Dziobek et al. (2008) by
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using a visual test that includes facial expressions and social context to test for cognitive
empathy. Dziobek et al. (2008) study results provided evidence that the feelings are present such
that helping children connect with what they observe may support empathy development.
Mazza and colleagues (2014) followed up Dziobek and colleagues’ (2008) study of the
MET with their investigation of cognitive and emotional empathy using a linear mixed model for
repeated measure design in adolescents diagnosed with ASD. Mazza and colleagues (2014) used
the more current DSM-V (American Psychiatric Association, 2013) and the Autism Diagnostic
Observation Schedule, Second Edition (; Lord et al., 2012) to verify participants’ ASD diagnosis.
The researchers matched the control group for their likeness in demographics to the research
participants with 30 research participants and 15 control group participants. Like Dziobek and
colleagues (2008), Mazza and colleagues (2014) objected to the paper and pencil assessment of
emotional and cognitive empathy and valued the separation of affective and cognitive empathy
for a fuller understanding of ASD. Instead, Mazza and colleagues (2014) used six measurements
to assess empathy in experimental and control participants: (a) the Basic Empathy Scale (BES;
Jollife & Farringon, 2006; Albiero et al., 2009) subscale for cognitive empathy as a self-report
measure on how well participants believe they understand another person’s emotions; (b) the Eye
Task (Baron-Cohen et al., 2005) to measure participants’ ability to identify emotions in 36
photographs, focused on the ocular region of the face, with four labeled emotions in the corners
of the photo requiring a selection of the portrayed emotional state; (c) the Emotional Attribute
Task (Blair & Cipolotti, 2000) to ask participants to describe how the main character might feel
in 58 storylines; (d) the Basic Empathy Scale-Affective subscale to measure the felt experience
of emotional empathy when interacting; (e) the MET with 25 positive and 25 negative picture
depictions presented in random order where participants identified both what emotion they
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believed the depicted individual felt (cognitive empathy) and how concerned they were for the
person (affective empathy); and (f) the Advanced Theory of Mind Task (ToM; Blair & Cipolotti,
2000) which included 13 stories with interpersonal exchange categories of, contradictory
emotion, double bluff, joke, white lie, pretend, misunderstanding, and lie. Results of this study
validated the findings of Dziobek and colleagues (2008) because adolescent participants living
with ASD were significantly less able to assess the experience of others in the Advanced ToM
task (T1,28 = 4.626, p = .0001), and the BES cognitive empathy subscale (T1,28 = 5.154, p =
.0001). In the Emotional Attribution Task, the research participants’ total score was significantly
lower than the control group at selecting accurate emotional states (T1,28 = 4.618, p = .0001).
Specifically, there was a primary significant difference in negative emotion assessments (T1,28 =
2.803, p = .0001), yet not in positive emotions (T1,28 = 2.149, p = .068). This outcome
suggested a particular deficit in attending to negative emotions expressed by others in persons
living with ASD. In the Eye Task, the research group had significantly lower scores in emotional
recognition (T1,28 = -3.143, p = .0004), yet no significant difference in the BES affective
subscale (T1,28 = 7.38, p = .322). These combined results add to the literature on how persons
with ASD struggle with cognitive empathy which may be related to their challenges in
discerning the mental and emotional states of others and facial recognition (Mezza et al., 2014).
In summary, this study with adolescents points to the benefit of providing support to children
living with ASD to recognize facial expressions of emotion and observe contextual social
elements as early in their development as possible.
DeChamps and colleagues (2014) investigated prosocial behavior and cognitive and
affective empathy in children living with ASD between the ages of six and seven (N = 51; n = 22
children with ASD, n = 29 typically developing [TD] children). The researchers recruited
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participants from an outpatient psychiatric clinic at a large university. All participants had an IQ
of 70 or greater (Wechsler Intelligence Scale for Children III – Dutch version; Kort et al., 2005;
Sattler, 1992). The Social Responsiveness Scale (SRS; Constantino & Gruber, 2005) was
completed by parents to confirm diagnosis of ASD and differentiate groups of mild pervasive
developmental disorder or AS from severe ASD. The SRS results placed 11 children in the low
to moderate range (60-75) of impairment and 11 children in the severe range (>75). The Griffith
Empathy Measure (Dads et al., 2008) subscales for cognitive and affective empathy were
completed by parents and teachers.
Child participants engaged in a story task with the researchers. The story narratives were
based on Feshback Affective Situation Test for Empathy (Feshback & Roe, 1968). Stories had
four emotion categories: anger, happy, sad, or fearful and the protagonist matched the gender of
the child research participant. After each story, the researcher asked the child how the
protagonist felt (cognitive empathy) and how the participant felt hearing the story (affective
empathy). Correct responses to the story task ranged from zero, no correct affect match, to a
score of three where both child and character matched. Next, the children participated in a
computer game for the Interpersonal Response Task (Dads & Hawes, 2004). The computer game
was four rounds of ball throwing and the participants received a reward for throwing the ball to
the player on screen when they showed certain facial expressions. The researchers’ study design
asked parents and teachers to complete all paper and pencil measurements and the children were
assessed through play. The combination of play with an interactive game and storylines that
focused on core emotions helped participants show progress in more than one domain.
DeChamps and colleagues (2014) completed a multivariate analysis of variance
(MANOVA) to assess differences in the reports of parents and teachers on the Griffith Empathy
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Measure for children living with ASD compared to TD children. Empathy scores were the
dependent variable, and the group was entered as between subjects on two levels (ASD and TD).
The same MANOVA was completed to look at differences between the severe ASD group from
the SRS results and TD children. Children living with ASD were not assessed by their parents
and teachers as lacking affective empathy (parents: F(1,49) = 1.26, p = .249; teachers: F(1,42) =
3.77, p = .059); however, they were significantly impaired in the areas of cognitive empathy
(parents: F(1,49) = 30.48, p = .000; teachers: F(1,42) = 18.25, p = .000). In the story test
analysis, Fisher’s exact test (all p > .05) found no difference in the ASD group compared to the
TD group. When children with an SRS score for severe impairment (75+) were compared to the
TD group, a significant difference in fear recognition emerged (p = .021). The AE subscale
analysis revealed no significant difference between the children living with ASD and the TD
children (AE parents: p = .063, teachers: p = .123). Similarly, the Interpersonal Response Task
analysis revealed no significant difference between the TD and ASD groups (p = .125, p = .168)
or the TD and the severe ASD groups (p = .103, p = .952). These results highlight the
impairment of cognitive empathy in elementary age children living with ASD and justify the
exploration of the Empathy Reading Project at an earlier age.
Bos and Stokes (2019) conducted a moderated regression analysis on the impact of
cognitive empathy in persons living with high-functioning ASD (IQ > 70) who had intact levels
of affective empathy. The researchers investigated the hypothesized imbalance between
cognitive empathy and affective empathy (Interpersonal Reactivity Index [IRI]; Davis, 1983) on
personal well-being (PWB; Personal Wellbeing Index-School Children; Cummins & Lau, 2005)
in a sample of primarily Caucasian Australian (96%) adolescent males (N = 24; ages 10 to 14
years old). Bos and Stokes (2019) built their study on the existing research that persons living
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with ASD have comparable levels of affective empathy to neurotypical individuals, yet less
cognitive empathy (Dziobek et al., 2008; Mazza et al., 2014). The researchers delineated
affective and cognitive empathy through the IRI subscale measures for empathic concern and
cognitive empathy. The subscales asked participants to measure whether the statement was like
or unlike them on a Likert scale (0 = does not describe me well at all, 4 = describes me very
well). PWB was measured in seven categories: (a) connection to community, (b) health, (c)
personal relationships, (d) standard of living, (e) achievements in life, (f) personal safety, and (g)
security in the future on an 11-point Likert scale (0 = very sad, 10 = very happy). Parents and
guardians completed the informed consent and three domains of the Vineland Adaptive Behavior
Scales Second Edition: Parent/Caregiver rating form: socialization, daily living skills, and
communication for analysis (Sparrow et al., 2005).
Results of the moderated regression showed empathic concern or affective empathy and
perspective taking or cognitive empathy comprised 35% of the variance in PWB for persons with
ASD. Cognitive empathy was associated with a significant and negative relationship between
affective empathy and PWB. Conversely, high cognitive empathy was associated with a
significant and positive relationship between affective empathy and PWB. Research participants
living with ASD had significantly lower affective empathy and cognitive empathy than their TD
counterparts. Nonetheless, the role of cognitive empathy as a moderating factor of affective
empathy and PWB in adolescents living with ASD maintains prior research conclusions on
cognitive empathy impacting stress levels and subjective sense of wellbeing in persons living
with ASD. Limitations to this study include participants were diagnosed with ASD under the
DSM-IV-TR (American Psychiatric Association, 2000), whereas early studies have used the
DSM-IV (American Psychiatric Association, 1994). This study and future studies will use the
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DSM-V (American Psychiatric Association, 2013); and therefore, some variance in participant
results may be based on the evolving diagnostic criteria for ASD. To summarize, ASD
participants scored lower on affective and cognitive empathy. Yet, the higher the cognitive
empathy score the person living with ASD had, the more likely they were to have a positive
sense of PWB. In contrast, misperceiving another person’s emotion led to increased distress for
the children/adolescents aged 10 to 14 years old living with ASD. Together these outcomes led
this researcher to study if early childhood empathy education provided by the Empathy Reading
Project could support children living with ASD.
In another study, Rueda and colleagues (2015) conducted a MANOVA of the
dissociation of affective and cognitive empathy in children and adolescents living with AS (N
=38, n = 34 males, n = 4 females). The researchers built on existing literature on cognitive
empathy and ToM (Baron-Cohen, 1995) in ASD. ToM is the ability to take the perspective of
another, their beliefs, intentions, emotions, and overall mental state and align it with the
definition of cognitive empathy. ToM and cognitive empathy are two areas of research that have
converged to study the social aspects of ASD (Rueda et al., 2015). To measure cognitive and
affective empathy, Rueda and colleagues (2015) used the IRI subscales for perspective taking
and empathic concern (Davis, 1983; Spanish adaptation by Perez et al., 2003) and the Eyes Test
(Baron-Cohen et al., 2001) for emotion recognition analysis. The researchers used the child
version of the Eyes Test with 28 black and white photos and four words for participants to select
from as the appropriate emotional description of the photo.
Rueda and colleagues (2015) recruited participants from the Spanish Asperger Syndrome
Association that ranged from nine to seventeen years of age. All research participants had a prior
diagnosis of AS from a psychiatrist and/or clinical psychologist and full-scale IQ of 85 or greater
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(Wechsler Intelligence Scale for Children III; Wechsler, 1991). The IQ for research participants
averaged over 100 (M = 102.2; SD = 11.38). Additionally, research participants were active in a
social skills training group during the time of the study for two hours per week. The researchers
selected 38 control participants that did not have AS and were matched to the experimental
group participants for age, gender, and IQ (Age: M = 13.47, SD = 1.78; IQ: M =106.65, SD =
10.38). Participants were assessed individually in 60-to-90-minute time frames. No time
constraint was placed on completing the research instruments.
To analyze their results, Rueda and colleagues (2015) conducted multiple MANOVAs to
compare affective and cognitive empathy with IRI and The Eyes Test, including three emotional
states: neutral, positive, and negative. The results of the MANOVA for perspective taking on the
IRI showed the AS group had significantly lower scores for cognitive empathy (p = .008).
However, there was no significant difference on the emotional concern subscale (p > .05) that
measured affective empathy. The Eyes Test total scores of the AS group were significantly lower
than the control group (p < .05). The Eyes Test MANOVA results showed significant differences
between the AS and control groups in their positive emotion recognition, yet none in the negative
and neutral emotion recognition. These results add to the literature on how specific components
of cognitive empathy, including emotion recognition, impact the social development of children
and adolescents living with AS. Limitations to this study include the AS participants active
engagement in a social skills group two hours per week. The potential positive gains from the
social skills group for each research participant were a confounding variable to the results of the
study. It is impossible to separate the study results from the gains from participation in the social
skills group over time. To summarize, significant differences between the AS and control group
participants were present in cognitive empathy and facial recognition for negative and neutral
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emotions, but the emotional concern of AS participants was not significantly different, meaning
they were equally concerned in their relationships about the other person as their TD peers.
These results on the differences between TD and AS teens highlight the need for social skill
development and support for persons living with ASD.
Researchers studying children, adolescents, and adults living with ASD seek to gain a
better understanding of ASD to benefit the lives of participants. The intervention timeline
consistently focuses on school age children that engage with a teacher, therapist, behavioral
analyst, or other professional to assess or gain social skills. Neurotypical children have cognitive
empathy skills by age two and full perspective taking by age four (McNamara et al., 1976;
Rheingold et al., 1976). Exploring cognitive empathy and social development in preschool age
children through story telling using a parent-centered intervention presents an earlier timeline for
learning cognitive empathy and is a strengths-based perspective. In view of this, the researcher
implemented the Empathy Reading Project to include parent reports in the pre-posttest design
and to separately assess children’s cognitive empathy based on the concrete measurement of the
Empathy Scale for Children (ESC; Koksal Akyol & Aslan, 2014).
The Parent-Child Relationship and Empathy Development
Wong and colleagues (2021) completed a meta-analysis on the impact of parenting styles
and parent-child relationships on empathic or prosocial behaviors and responses in infants,
children, and adolescents. The analysis included 124 articles on parenting styles and concluded
authoritative parents were positively correlated with healthy prosocial behavior in their children
(p < .001) while authoritarian parents were negatively correlated with healthy prosocial behavior
in their children (p = .001). This outcome was not influenced by the age of the child, gender of
the parent or child, or collective versus individualistic cultural backgrounds. These researchers’
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findings highlight that helping parents teach empathy and empathic, prosocial behavior to their
children, thus this is something therapists should implement into their work (Wong et al., 2021).
Hernandez and colleagues (2019) published a conceptual article on the role of direct
communication versus indirect communication from parent to child and the potential influence
on children’s social-motional development. Parenting research on parent/child communication is
predominantly focused on direct communication between the parent and the child; yet indirect
communications, such as body language or overheard discussions, may also play a key role in
the social-emotional development of children (Hernandez et al., 2019). Hernandez and
colleagues’ (2019) argument coincides with one result from Wong and colleagues’ (2021) metaanalysis: that neglectful and permissive parenting styles are infrequently studied because they are
indirect forms of communication and therefore more difficult to assess. Wong and colleagues’
(2021) meta-analysis excluded results for permissive and neglectful parenting styles due to the
lack of literature. Ignoring a child could be viewed as indirect communication and culminate to
neglectful and permissive parenting worthy of investigation for their impacts on empathy
development. Parents’ emotional attunement to their child plays a key role in the child’s socialemotional development (Wong et al., 2021). In summary, helping parents become aware of how
they affect their child’s social and emotional development directly and indirectly is critically
important. There is evidence as far back as Darwin of children attuning to parents, which is why
enhancing parental awareness through therapeutic support is one aim of the Empathy Reading
Project.
Matsudaira and colleagues (2016) researched the impact of “positive parenting” on
Japanese children (N = 225, n = 116 males n = 109 females: mean age 10.6 years old). The
researchers focused on the effect of parental praise on children’s psychological and brain
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development. The researchers used two pieces of technology to assess brain structures of the
child participants: voxel-based morphometry and magnetic resonance imaging (MRI). To assess
parental attitudes towards praise, the research team used a self-report assessment with five-point
Likert scale questions (disagree to strongly agree) on praise. The researchers used the Big Five
Inventory (John et al., 1991) age-appropriate adaptations to assess the personality traits of the
children: Little Big Five Personality Inventory for children in elementary school and Big Five
Personality Inventory for adolescents in junior high school and older. As co-variates, the
researchers included the education level of the parents, from elementary school through
doctorate, and the IQ of the children (Wechsler Intelligence Scale for Children, Third Edition
participants under 16 years old; The Wechsler Adult Intelligence Scale, Third edition participants
over 16 years old).
Results indicated children that had parents who praised them consistently had increased
grey matter in the brain in the areas associated with empathy and emotional regulation (p <
0.001). Psychological traits of being open (r = .191, p = .004) and conscientious (r = .200, p =
.003) also correlated to “positive parenting.” Grey matter increases in the area of the brain
correlated with the recognition of others as well as the recognition of oneself was in turn
correlated to increased empathy and parental praise. Limitations to this study included the
correlational nature of the results, and thus the inability to identify causation. Nonetheless, this
study highlights how the socio-emotional relationship between a parent and child correlates to
psychological traits and biological markers in the brain that may have lifelong implications
(Matsudaira et al., 2016). Based on these findings, this researcher provided education to parents
in the Empathy Reading Project on how their words and positive encouragement could support
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their children to make healthy connections at a vital stage of brain development in early
childhood.
In a separate study on the impact of parenting and biology, Moffit and colleagues (2020)
investigated how parents affect the physiological arousal associated with emotion in children
living with ASD (N = 61, n = 45 males, n = 16 females: ages 6-10 years old). The data for this
study came from a larger study of 77 children/parent pairs that participated in clinical interviews,
questionnaires, and structured parent-child interactions while psychophysiological data was
collected at California State University, Fullerton. The researchers took measurements of
emotional arousal with electrodermal reactivity (sweat on skin) and respiratory sinus arrhythmia
(breathing reactions using MindWare data system; MindWare Technologies, Inc., 2018). These
two biological functions are not controlled on a conscious level and therefore offered insight into
the emotional state of the child without asking them to self-report or complete a test. The
research team confirmed ASD diagnoses with the Autism Diagnostic Observational Schedule,
Second Edition (ADOS-2; Lord et al., 2012). Research participants’ IQs ranged from 47 to 121,
per parent report and confirmation with the Stanford-Binet V ABIQ (Roid, 2003). By focusing
on biological markers, the researchers could assess the emotional arousal of children living with
ASD whose IQ did not give them the ability to verbalize their experience.
Moffit and colleagues (2020) assessed parent’s reaction to their children using the
Coping with Children’s Negative Emotions Scale (Fabes et al., 2002). The assessment consisted
of 12 vignettes and asked parents to self-report how they would react to the situation. The
responses ranged from supportive to unsupportive with consistency alpha for supportive at .87
and unsupportive at .86. Next, the researchers assessed parent scaffolding, or teaching their
children how to respond through verbal cues and physical demonstration and support, by
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reviewing recordings of parent-child interactions and completing the Parent Scaffolding
Observation System (Hoffman et al., 2006). The system looked at motivational scaffolding
(parent’s ability to gain and maintain their child’s attention and foster excitement in the shared
activity), emotional scaffolding (parent’s ability to support self-regulation and feelings of success
in their child), and technical scaffolding (parent’s ability to identify steps and provide guidance
to their child on how to complete the activity). The researchers had an inter scale alpha of .83
and interrater reliability of .73, based on one fourth of the cases.
The researchers ran separate regression analyses with parent behaviors as the predictor.
The results correlated supportive parenting to a higher baseline level of biological regulation of
emotional arousal in the children (p < .05). Furthermore, parents who were able to intervene and
support their children during incidents of emotional arousal had children with less reactivity (p <
.05). This study was the first to look at the variable of parental support and the emotional and
psychophysiological impact on children living with ASD. Limitations to this study included the
lack of statistical power, due to the sample size, to assess complex interactions. Nevertheless, the
study was meant to be exploratory in nature and provides additional evidence that parental
influence on emotional experiences is observable in children’s biology (Moffit et al., 2020). The
Empathy Reading Project aimed to build awareness in parents that empowered them to build
skills for consciously scaffolding their child’s empathy through bibliotherapy and an intentional
daily routine.
Finally, Loheide-Niesmann and colleagues (2020) studied toddlers’ (N =107; mean age
24-months) responses to a puppet vignette that had a main character who interacted with a
prosocial character and an antisocial character. The researchers were curious how the children
would respond to the question of who they wanted to be in the story and asked the children to
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answer by picking up the puppet of their choice (prosocial or antisocial). More than 60% of the
children chose the prosocial puppet/character. The researchers analyzed whether gender, parentchild attachment, or parent reports of the child’s empathy correlated to their choice of the
prosocial puppet, but no significant correlation was found (all p’s > .05). This study suggested
the possibility that toddlers could have a naturally prosocial disposition (Loheide-Niesmann et
al., 2020). Limitations to this study included the inability to fully explain why the participants
made their choices. Nevertheless, the researchers noted evidence of innate inclination towards
empathic behaviors. Including parents in the Empathy Reading Project may serve to support the
natural disposition of the child.
Parents Intervention Engagement
Cambric and Agazzi (2019) completed a case study with a seven-year-old male, Jason,
diagnosed by a multidisciplinary treatment team at a university hospital with High Functioning
Autism Spectrum Disorder (Autism Diagnostic Observation Schedule Second Edition [ADOS-2])
and ADHD (treatment team assessment). Jason’s full-scale IQ was 123 (Weschler Intelligence
Scale for Children-Fifth Edition; Wechsler, 2003). The researchers provided parent-child
interaction therapy (PCIT) to Jason and his mother to address Jason’s externalizing behaviors.
Jason’s mother and teacher identified that Jason needed frequent redirection for off-task
behavior, being distracted, and being socially intrusive. Jason’s mother identified Jason’s
difficulties with loud sounds and annunciating his words as, at times, she could not understand
him. Jason’s mother participated in observed play sessions and the treatment team noted her
inability to cultivate a warm, age-appropriate, and supportive environment for Jason. Jason’s
mother had physical limitations that inhibited her ability to be on the floor with Jason. Given the
presenting issues, the treatment team enrolled Jason and his mother in PCIT.
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Eyber (1988) created PCIT to help parents develop tools to address day-to-day challenges
through a loving connection with their child that would encourage prosocial, healthy behaviors
and discourage inappropriate behaviors. PCIT has two intervention phases, child-directed
interaction followed by Parent-Directed Interaction (PDI). In both phases, the parent receives
training from the treatment team on how to participate in the child- and parent-led play time
(Eyber, 1988). To assess Jason’s progress during treatment, his mother completed the Eyberg
Child Behavior Inventory (Eyberg & Pincus, 1999) at the beginning of the weekly PCIT therapy
session. Cambric and Agazzi (2019) provided real-time feedback to Jason’s mom using bug-inthe-ear technology during some of the play sessions. To transition from the child-directed
interaction intervention phase to the PDI intervention phase, the parent must effectively use 10
reflections of content, behavior descriptions, and specific praises. After six sessions, Jason’s
mother was successfully able to complete these interactions and move to PDI.
The PDI phase of intervention for PCIT provides parents with a way to give commands,
provide consequences in the form of time-out for non-compliance, and praise when the child
follows through with commands. Jason’s mom had one-to-one instruction with a therapist and a
chance to role-play to receive feedback. By the end of the PDI intervention, Jason’s mom
achieved mastery in giving direct commands to Jason (88%). Jason complied more than two
thirds of the time (69%) and Jason’s mother showed follow-up accuracy during PDI 56% of the
time. The researcher team identified Jason’s mother’s age (late 50s), poor health, and limited
mobility as potential causes for her apparent lack of positive engagement during play sessions.
Also, she did not complete homework assignments to engage fully in coaching. Nonetheless,
Jason moved from problematic behaviors that occurred during sessions one through five to
having no problematic behaviors during sessions six through fourteen. The intensity of Jason’s
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behaviors decreased by session two. After discharge from PCIT, Jason was able to maintain his
gains and did not return to a high level of problematic behaviors. Limitations to this study
include the single participant and Jason’s mother’s limits to engagement as noted by the research
team. Nevertheless, this investigation suggests that parents can be trained to facilitate lasting
changes in their children’s behavior.
When parents are engaged in the intervention there are benefits that extend beyond the
research study to the child and the family (Cornett & Bratton, 2015). The limitations of Jason’s
mother in the Cambric and Agazzi (2019) study did not prohibit Jason’s improvements and longterm gains. The focus of the Empathy Reading Project was to support parents in their
development of new skills that will directly benefit their child and themselves through an
adapted bibliotherapy intervention. This study focused on employing practices from childcentered relational therapy approaches (Landreth, 2012), behavioral routines with ASD (Vietze
& Lax, 2020), and the parent-child relationship (Eisenberg & Mussen, 2010); all in an effort to
fill gaps in the existing literature on how to support children with ASD in their social-emotional
and cognitive empathy development.
Parental Acceptance
Porter (1954) created the Porter Parental Acceptance Scale (PPAS) to investigate the
continuum from non-acceptance to parental acceptance. Previous research on parent behaviors
and parent-child interactions required trained observers to complete surveys in a research setting
or at home. Thus, Porter (1954) created the PPAS to provide a self-report measurement for
family members that did not require a specialized observer, home visit, or lab environment.
The definition of parental acceptance, as defined in Chapter One, includes unconditional
love and a full acceptance of the autonomous, unique child. Porter (1954) defined parental non-
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acceptance as failure to provide a sense of being worthy of love, no respect for the child’s
uniqueness, overindulgence, overprotection, and/or a lack of healthy autonomy. The item
selection for the PPAS was twofold: first, the emotional reaction of the parent on a continuum
and second, how they would behave in a situation (Porter, 1954). The two-part question enables
parents to disclose their inner emotion and whether their behavioral choice would reflect their
emotional state. Porter (1954) stated that, “‘how’ discipline, love, guidance, or structure is
applied and offered is probably just as important as ‘what’ is applied or offered.” (p. 7). That is
to say that the same verbal messages are not necessarily received the same way without
consideration for tone, body language, and context. Communication between a parent and child
is shaped by parental acceptance (Bratton & Landreth, 1995).
Since its inception, the PPAS has been used in several studies on filial therapy (Guerney,
1964) and child-parent relational therapy (e.g., Bratton & Landreth, 1995; Costas & Landreth,
1999; Glover & Landreth, 2008; Landreth & Lobaugh, 1998; Rennie & Landreth, 2000; Hicks &
Baggerly, 2017). The role of parental acceptance is parallel to parental empathy. The more
empathy a parent displays socially, as well as for their child, the more likely the parent is to
accept their child and be able to express the core conditions of parental acceptance, like
unconditional love (Bratton & Landreth, 1995). Parents across several settings and cultures have
been shown to increase parental acceptance when they participate in parenting programs and/or
filial therapy: clinic (Bratton & Landreth, 1995), Native American reservation (Glover &
Landreth, 2008), and online (Hicks & Baggerly, 2017).
Bratton and Landreth (1995) completed a between-group experimental study (N = 43; n =
22 experimental, n = 21 control) on the impact of filial therapy with single parents. Bratton and
Landreth (1995) assessed whether parent training and filial therapy had an impact on parental
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acceptance (PPAS; Porter, 1954), parental stress (Parenting Stress Index; Abidin, 1983), and
parent perception of problematic child behaviors (Filial Problem Checklist; Stover et al., 1971).
Parent participants were at least 18 years of age, had a child between three and seven years old
that they wanted to focus on for the study, had not taken parenting classes in the last two years,
and were single parents for at least six months. Parents participated in pre and posttest
instruments and a 10-week filial therapy program that included video sessions with their child. In
the treatment group, smaller subgroups of parents were created to receive the 10-week Filial
Therapy Training Model (Landreth, 1991). Parents were given toys to take home to play with
their children and to ensure participants had similar access to play materials.
To compare groups, the treatment groups’ results were pooled into one group and
compared using an analysis of covariance with an adjusted mean to pretests scores to the control
group. The results of this study were significant (p < .001) for all self-report measures from
parents in the experimental group. All parent participants who received the 10-week filial
therapy treatment showed significantly more parental acceptance than control group members (F
= 39.824; p < .001). Specifically, these parents reported being able to listen more closely to their
child and had an increase in unconditional love and appreciation for their child’s unique
personality. This result was consistent with previous research with the PPAS on filial therapy
interventions (Lobaugh, 1991). Parents in the experimental group also reported significantly less
parental stress (F = 78.931; p < .001) and problematic behavior in their children (F = 35.947; p <
.001). The parents in this study experienced an increase in skills to address their child’s needs
and behaviors as well as improved their ability to engage in active parenting by giving their child
choices and setting healthy boundaries; all of which resulted in a decrease in parental stress and
improvement in parent perception of children’s behaviors.
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Rennie and Landreth (2000) completed a literature review of filial therapy findings from
the 1960s through 1990s. The researchers looked at the origins of filial therapy and the changes
that took place in parenting behaviors during that formative period. It is a relatively new idea to
explore whether a parent has empathy for their child, if the parent can accept their child, and
what roles stress, family dynamics, and the individual child’s behavior may have on the parentchild relationship (Rennie & Landreth, 2000). Present parenting culture includes values and ideas
that were not prevalent just a few generations ago. For example, we now understand that hitting
children has negative psychological impacts (Gershoff, 2016). In their summary on the PPAS
and its use in filial therapy studies, Rennie and Landreth (2000) highlighted the significant
increase in parental acceptance that is found in numerous studies when parents participate in
filial therapy and parent-focused programming (Costas & Landreth, 1999; Glass, 1986; Glover,
1996). In follow-up studies, improved parental acceptance remained between six months and
three years after being part of an experimental treatment group (Sensue, 1981 as cited by Rennie
& Landreth, 2000).
In 2017, Hicks and Baggerly investigated whether online CPRT could affect parental
acceptance and what parents thought of the online CPRT treatment format. The researchers used
a mixed-methods, simultaneous triangulation design to collect quantitative data on parental
acceptance with the PPAS and qualitative data on parent perceptions. During recruitment, 49
parents expressed interest in the study, unfortunately attrition reduced participant completion
such that only eight mothers fully completed the study. All parent participants had a child
between the ages of three and 10 years old, had high-speed internet, a webcam on a secure
platform to record play sessions, and the ability to attend the virtual 10-week training and 10week parenting groups.
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Prior to beginning CPRT, all parent participants completed the PPAS. Paired t-tests were
performed to assess whether there was a significant difference in the mother’s reports of parental
acceptance after completing the online CPRT treatment. Posttest results had a statistically
significant increase (t(7) = -3.51, p< .01) with a large effect size (d = .82). Specifically, the
respect for the child’s feelings (t(7) = -4.99, p < .01) and autonomy (t(7) = -6.11, p < .01)
significantly increased. In their discussion, Hicks and Baggerly (2017) noted that the skills of
respect for children’s emotions and autonomy were directly taught in CPRT, which was
observable in the parent self-reports on the PPAS.
In the qualitative analysis of parent reports on their participation in virtual CPRT, there
were both positive and negative responses. Some of the positive responses included the
convenience of online instruction and increased access to support from a home environment.
Parents reported feeling connected to the group online and the community of mothers they were
able to create through their research participation. All mothers said they saw personal benefits in
their relationship with their child. Some drawbacks were technical difficulties and one mother
said she would have liked to have more than 45 minutes of group time. Another loss was the
spontaneous conversation that can occur in person, before and/or after group meetings, that does
not happen online. Overall, the mothers had more positive than negative reactions to report on
the virtual CPRT experience.
Bibliotherapy
Bibliotherapy is book-based storytelling used to promote children connecting with the
story’s characters for learning (Cartledge & Kiarie, 2001). Bibliotherapy is an age-appropriate
medium to teach children new concepts (Riordan & Wilson, 1989). For this study, this researcher
used bibliotherapy because it has been used to effectively help children build social and
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emotional skills for many years (Cook et al., 2006). Books promote insight and understanding
through visual representation, auditory narration, and the contextualization of emotion and social
responses through the story (Sullivan & Stang, 2002). Bibliotherapy can support the affective,
cognitive, and behavioral development of empathy (Karinol, 2012; Malti et al., 2016).
Additionally, bibliotherapy provides a widely distributable option for empathy education
(Riordan & Wilson, 1989; Sullivan & Stang, 2002).
Cook and colleagues (2006) compiled a summary of best practices with bibliotherapy.
The origins of bibliotherapy date back to ancient Greece where the Western cultural practice of
storytelling for instruction and healing originated (Stroud et al., 1999 as cited by Cook et al.,
2006). Librarians and teachers have long used bibliotherapy as a pedagogical approach to
addressing the individual needs of specific learners. Specific books are used to meet the goals of
bibliotherapy including to provide information, insight, solutions, facilitate discussion, impart
values, and promote understanding in small groups or individually (Pardeck, 1995 as cited by
Cook et al., 2006). Discussion is crucial to the facilitation of bibliotherapy, and teachers need to
pre-read and familiarize themselves with the book’s storyline. Johnson and colleagues (2000)
focused on four steps to bibliotherapy: prereading to create interest in the story, reading,
processing, and discussion. In the current study, these goals and best practices of bibliotherapy in
the classroom were adapted to be utilized by parents in the home environment for the purposes of
the Empathy Reading Project. The focus was that the parent provided the developmental
intervention and discussion with their child in coordination with the support of a therapist who
could guide the selection of books and help parents use bibliotherapy techniques with their child.
Iquinta and Hipsky (2006) published a guide for the selection of books for bibliotherapy
in the inclusive elementary school classroom. Researchers have used bibliotherapy to help
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children create awareness of disabilities like ASD in an inclusive classroom (Maich & Belcher,
2012). When selecting books for elementary school students to enhance social inclusion, Iquinta
and Hipsky (2006) provided guidelines suggesting that illustrations being inclusive, the storyline
provide empathetic responses, and that there is a focus on healthy relationships and lifestyles in a
nonjudgmental way. Additionally, the authorship of the book and the author’s perspective, use of
language, and portrayal of children with or without disabilities should be considered. This
researcher looked to these guidelines for book selections in the Empathy Reading Project.
There is a dearth of literature on using bibliotherapy with children living with ASD.
Maich and Belcher (2012) authored a conceptual article on using bibliotherapy and picture books
to help neurotypical children in an inclusive classroom understand ASD. The researchers’ focus
was to cultivate a supportive learning community that accepts diverse students. Children with
ASD are increasingly mainstreamed, and the authors outline how bibliotherapy and picture
books can support peer awareness without labeling or using diagnostic labels. Maich and Belcher
(2012) provide a list of children’s books that present ASD in a positive and appropriate way for
classroom peers to gain insight. The researchers also review how teachers can facilitate reading
and/or accept outside support from a teacher’s aides, classroom parents, and external consultants,
so that teachers do not feel solely responsible for the classroom enrichment process. This article
focuses on neurotypical children gaining increased awareness and acceptance of children living
with ASD through bibliotherapy and the positive benefits of increased peer acceptance for
children living with ASD. This conceptual article has valuable ideas for using bibliotherapy in
the classroom to support students with ASD and foster classroom inclusivity. Nevertheless, it
does not focus on using bibliotherapy with children who have ASD but instead focuses on
improving the classroom support for them.
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Similar to Maich and Belcher (2012), Turner (2013) wrote a conceptual article on
inclusive classroom teaching and the effective use of bibliotherapy to help neurotypical children
become more aware of ASD. Turner (2013) outlined the use of Peer-mediated instruction and
intervention from the National Professional Development Center on Autism Spectrum Disorders
(2008) to enhance practices for an inclusive community. Peer-mediated instruction and
intervention is aimed at increasing social engagement between children living with ASD with
their neurotypical peers. The first step in peer-mediated instruction and intervention is to ensure
the peer has an awareness of what ASD is before encouraging development of empathy for these
differences. Like Maich and Balcher (2012), Turner (2013) pointed to bibliotherapy for
broadening awareness of peers in an age-appropriate way that enables the classroom to be more
inclusive and supportive to all learners.
Abraham and colleagues (2020) completed survey research on the use of bibliotherapy
among board certified behavioral analysts who provided treatment for children living with ASD.
To begin, the authors outlined the role of a board-certified behavioral analyst (BCBA) to
implement and oversee the use of behavioral interventions for the treatment of ASD. BCBAs
have a variety of interventions to support someone living with ASD in their therapeutic goals.
Abraham and colleagues (2020) used a large professional network email service to survey 14,942
BCBAs in the United States. The survey was sent out via email and a paragraph describing the
survey was included with a link to Qualtrics. The questionnaire was adapted from a previous
study completed by Pehrsson and McMillen (2010) and tailored by the researchers for BCBAs.
Two participants were randomly selected for gift cards to provide incentives for survey
completion. A second request for participants was sent out via email 12 days after the initial
request for research participation.
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In total, 84 BCBAs successfully completed the survey. The researchers used Statistical
Package for Social Sciences (SPSS) 24 to complete frequency and Chi-Square analyses. Results
indicated more than half the BCBAs used bibliotherapy with their clients (n = 44; 52.4%), and
most frequently with children ages two to seven years old (n = 40; 90.9%). The most common
use of bibliotherapy was social stories (n = 42; 95.5%). Very few BCBAs reported having any
formal training in bibliotherapy (n = 10; 22.7%) and most said they used websites for evidencebased treatments (n = 16; 36.4%). To assess whether bibliotherapy was helping, BCBAs reported
their complete data collection on children’s behavior (n = 42; 95.5%), clinical checklists (n = 12;
27.3%), direct client reports (n = 11; 25.0%), and input solicited from parent/guardian (n = 1;
2.3%). Abraham and colleagues (2020) used Chi-Square and Fisher’s Exact Tests to analyze the
relationship between BCBAs level of training and the type of bibliotherapy, the client’s age, and
the issue being addressed in therapy. The researchers found a significant relationship between the
level of training in the BCBA and the developmental goals of the clients they treat (p = .031).
Limitations in this study include the sample size and the absence of a partnership between the
researchers and the local or state networks of BCBAs. The researchers also have no way of
knowing how many of the BCBAs treat persons living with ASD who cannot benefit from
bibliotherapy for reasons that may or may not be associated with the severity of their ASD.
However, this study does point to the use of bibliotherapy in the treatment of ASD by
professionals and is an example that provides support for the Empathy Reading Project.
Fluery and Hugh (2018) completed a descriptive study on parent-child shared reading
experiences with children living with ASD (n = 17; 13 males, 4 females) and neurotypical
children (n = 20; 11 males, 9 females) between the ages of three and five years old. The
researchers were interested in differences between research participants living with ASD and
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their neurotypical peers on the extent they engage in literacy building activities with their
parents. Specifically, they looked at the influence of reading style among caregivers and what
increased or decreased child engagement in reading time. Fleury and Hugh (2018) confirmed
ASD diagnoses with the ADOS-2 (Lord et al., 2012). The researchers used the following
assessments: (a) Adult-Child Interactive Reading Inventory (DeBruin-Parecki, 2007) for the
quality of reading by caregivers, (b) the Multiple Option Observation System for Experimental
Studies for child engagement (Tapp et al., 1995), and (c) ProCoder 2.0 software for specified
variables of joint engagement.
Fluery and Hugh (2018) completed a mixed between-within subject analysis of variance
to assess differences in the two groups of children and their parents. Children living with ASD
had significantly more non-engagement (i.e., disruptive, unengaged, or unable to code
interactions) than their neurotypical peers (F(1,35) = 5.3, p = .027, partial eta squared = .132);
yet, the neurotypical group had higher levels of passive engagement, meaning the child listened
to the adult but no conversation or interaction took place (F(1,35) = 8.183, p = .007, partial eta
squared = .189). The quality of caregiver reading was positively associated with the amount of
time the child paid attention (df = 282, t = 9.93). The researchers primarily analyzed differences
between groups for clues about how to help children grow in terms of literacy, what types of
books were likely to enhance engagement, and how caregivers could improve engagement
through reading style. One limitation of this study was that researchers failed to ask families
about the books they chose to read nor how many times they had read the story before. Fluery
and Hugh (2018) highlighted the positive impact of caregiver support of children’s literacy and
language skills as an important outcome of this study for children living with ASD. This study is
the most closely aligned with the present research. It used bibliotherapy with children with ASD
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yet, it was not focused on the relational impacts of bibliotherapy between parents and children
which was emphasized in the Empathy Reading Project.
The Empathy Reading Project was the first assessment of bibliotherapy intervention with
children living with ASD, at home, and with their parent/guardian. Abraham and colleagues’
(2020) study on BCBA use of bibliotherapy highlighted how the lack of published research on
the use of bibliotherapy in the treatment of ASD did not mean bibliotherapy was not used as an
intervention strategy. The conceptual pieces from Maich and Belcher (2012) and Turner (2013)
reinforce the value of supporting inclusive classrooms with children living with ASD through
bibliotherapy. Fluery and Hugh (2018) focused on differences between how children living with
ASD and their peers read with their caregivers, but without a social-emotional focus which
leaves a gap in understanding the relationship between the parent and child. The question
remains, “Can children living with ASD and their parents benefit from bibliotherapy in social
and emotional ways, that goes beyond literacy?”
Alternative Approaches
Recently, researchers took a hindsight perspective on the effect of ABA therapy on
persons living with ASD (Kupferstein, 2019; Sandoval-Norton & Shkedy, 2019). Kupferstein
(2019) completed a mixed methodology study on how choosing alternatives to ABA therapy
impacted caregivers and persons living with ASD over their lifetime. The researcher surveyed
460 adults living with ASD and their caregivers. Participants completed a 26-question survey
modeled after the diagnostic criteria for post-traumatic stress disorder that included Likert scales
for symptom severity. Of the 460 research participants, 116 reported participation ABA therapy.
Of those participants who engaged in ABA therapy, 46% had symptoms of post-traumatic stress.
Furthermore, after the first ABA therapy session, participants had an 86% chance of a trauma
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response (Kupferstein, 2018). Kupferstein (2019) completed a linear regression analysis
comparing ABA treatment selection to an augmentative and alternative communication approach
and reports of posttraumatic stress symptoms (PTSS). Results showed persons living with ASD
who received no intervention at all had a 59% decreased likelihood of having PTSS.
Approximately 30% of the research participants who engaged in augmentative and alternative
communication treatments reported PTSS, which fell below their ABA treatment peers at 42%.
When comparing persons who received no intervention with those who received ABA therapy,
there was the most significant difference. Persons who engaged in ABA were 170% more likely
to have PTSS (𝑥𝑥 2 (1) = 22.87, p < .001) than those who had no treatment at all. Kupferstein’s
(2019) study highlighted the potential drawbacks to current treatment for ASD.

In addition to the quantitative survey results, Kupferstein (2019) completed a thematic
analysis of optional survey comments from participants and discovered language differences
among caregiver responses. Parents that had children who engaged in ABA therapy used
language that is consistent with pathology and behavioral plans. These parents included terms
that justified the continued engagement of ABA treatment by using words like “eliminate” and
“hitting.” Conversely, parents that did not use ABA treatments used language that was more
pursuant to self-esteem, such as, “He is happier.” The primary reason parents withdrew their
children from ABA therapy was the observation of a trauma response to the prolonged, one-onone engagement of treatment. Kupferstein (2019) noted how the results of this study suggested a
combination of communication-focused interventions and behavioral support for someone living
with ASD may contribute best to an overall quality of life. It is noteworthy that individuals who
had no intervention at all self-reported feeling best over their lifetime. Although there are
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limitations to the generalizability of this study, beyond the participants, it does open a line of
inquiry into whether behavioral interventions alone are appropriate.
Sandoval-Norton and Shkedy (2019) argued that the lack of longitudinal data on persons
living with ASD and the impact of ABA treatments was worthy of thorough investigation due to
ABA’s behavioral focus and lack of introspection. The researchers highlighted the potentially
damaging consequences of focused behavioral compliance that is driven by prompts and
rewards. ABA behavioral conditioning can foster dependency, rather than insight and
independent selection of social responses (Sandoval-Norton & Shkedy, 2019). Specifically, the
researchers focused on learned helplessness and fear of acting without a prompt. SandovalNorton and Shkedy (2019) cited observations of children living with ASD that were hesitant to
act independently on school playgrounds when they were near behavioral therapists as one
example of how behavioral intervention can foster dependency. Moreover, differences have been
found in the brains of persons who live with ASD (Ecker et al., 2015; Rooij et al., 2018) and
reward and punishment behavioral approaches disregard the scientific data available for why
someone with ASD might behave in a certain way (Sandoval-Norton & Shkedy, 2019). The
researchers’ expressed concern that persons living with ASD who receive ABA therapy were not
treated with consideration for their unique preferences, needs, emotional states, learning styles,
motivations, and thought processes, all of which can lead to other challenges and, in extreme
cases, can constitute abuse. Sandoval-Norton and Shkedy (2019) advocated for a person-centered
approach to interventions that considers the whole person and not just behavior.
Chapter Two Summary
Chapter Two provides a detailed discussion of previous SCRD studies that investigated
various interventions designed to enhance the social-emotional development of children and
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persons living with ASD (e.g., Balch & Ray, 2015; Gena et al., 1996; Meany-Walen et al., 2014;
Schottelberg & Ray, 2009; Schrandt et al., 2009). Previous researchers have separated the
functions of affective and cognitive empathy in their investigations of social skills in persons
living with ASD because cognitive empathy seems to be impaired. (DeChamps et al., 2014;
Dziobek et al., 2008; Mazza et al., 2014). The researcher reviewed pertinent literature on the
vital role parents play in the empathy development of their children. Parent support of socialemotional development positively influences the brain and psychological traits of their children
(Matsudaira et al., 2016). Unfortunately, the primary form of treatment for ASD, ABA therapy,
does not involve parents even one-third of the time (Ingersol et al., 2020). Next, the researcher
focused on the age-old use of stories to provide individualized support instruction to children via
bibliotherapy. (Cook et al., 2006). Finally, the researcher summarized recent research on the
post-stress response some persons living with ASD report from participation in ABA therapy and
why parents look for alternative treatment options (Kupferstein, 2019; Sandoval-Norton &
Shkedy, 2019). The body of literature summarized in Chapter Two supports the creation of the
Empathy Reding Project because it combined some of the aforementioned elements including the
parent-child relationship, therapist intervention for parental support, and bibliotherapy, all with a
focus on minimal stress to the child participant. The goal of the Empathy Reading Project was to
build on the existing literature with an intervention study that provided evidence of how a
therapist-supported, parent-child bibliotherapy intervention could increase empathy and socialemotional development to enhance the lives of children living with ASD and their parents.
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CHAPTER THREE: METHODOLOGY
In Chapter Three, the researcher outlines the pilot approach to the Empathy Reading
Project at the University of Central Florida (UCF) for children living with autism spectrum
disorder (ASD) and their parents. The researcher explains the quantitative methodological
approach as an A-B-A-B single-case research design (SCRD), with justification. The researcher
reviews the Empathy Reading Project’s implementation steps: recruitment strategies, participant
inclusion criteria, study phases, selected measurements, and complete procedures. In this chapter,
the researcher provides a detailed description and justification for the research methodology and
data analysis procedures of the Empathy Reading Project.
A-B-A-B SCRD is a quantitative research methodology to pilot an intervention with a
small group of participants (Mills & Gay, 2019). In the field of counseling, SCRD is an effective
way to try new interventions to assess their potential benefits with clients (Lenz, 2015). SCRD is
completed in phases that are labeled with letters: the baseline, denoted by the letter A, the
intervention phase, denoted by the letter B, and continued intervention phases, denoted by letters
C and D. When combined interventions (i.e., two or more interventions) are used, they are
denoted as B-C and a return to baseline or removal of the intervention is again denoted by the
letter A (Ray, 2015).
In SCRD, the researcher must continually assess a target behavior from baseline through
treatment and follow-up phases to determine if the intervention had an effect (Mills & Gay,
2019). The What Works Clearing House’s (WWCH) scientific standards for SCRD are defined
as a pilot intervention with a single individual or small group of individual research participants
to test whether the independent variable(s) create an observable change in the dependent
variable(s) (Kratochwill et al., 2010). When researchers implement an A-B-A-B SCRD, they are
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employing a multiple baseline study. WWCH requires researchers use one of three possible
experimental controls for the purpose of replication: (a) introduction and removal of the
treatment (A-B-A-B), (b) manipulation of the independent variable by using alternative treatment
designs during different experimental phases (A-B-A-C-D-A), or (c) staggered introduction of
the independent variable also known as a multiple baseline design (Kratochwill et al., 2010).
For this research project, the researcher used A-B-A-B SCRD with staggered
introduction of the Empathy Reading Project to investigate a parent-child, bibliotherapy-based,
empathy education intervention for preschool aged children between the ages of three to five
years old who were diagnosed with ASD. ASD has a diagnostic profile met by a combination of
symptoms that can vary from person to person (American Psychiatric Association, 2013).
Therefore, the researcher individually assessed whether there was improvement for each child
participant living with ASD and their parent. SCRD is the first step in moving towards a larger
study, such as a quasi-experimental design (Balch & Ray, 2015; Lenz, 2015). The researcher was
motivated to use SCRD as an experimental methodology to assess participants’ improvement
against their own baseline performance because ASD is a variable diagnosis and the experiences
of parents and their children may vary during an applied intervention (Kratochwill et al., 2010;
Lenz, 2015; Scruggs et al., 1987). Best practices for SCRD in counseling focus on evaluating the
relationship between two or more conditions and whether they are helpful to the individual
research participant. It is an ethical research standard to first conduct a feasibility study prior to a
large-scale study when there is no guarantee of success (Thabane et al., 2010). Treatment
intervention studies on emotional and behavioral interventions begin with the individual and then
expand to group research designs that can provide greater generalizability (Ray, 2015). The
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Empathy Reading Project was a multi-phase, A-B-A-B SCRD with a staggered introduction of
the intervention to meet WWCH SCRD standards (Kratochwill et al., 2010).
Specific to counseling, Lenz (2015) highlighted the value of SCRD for counselors to
demonstrate measurable outcomes from structured treatment interventions. The procedure,
timeline, environment, and treatment methods for the intervention can be justified with an initial
study as well as adjusted in real-time, based on individual participant needs (Lenz, 2015). The
ability to make real-time adjustments in SCRD improves cost effectiveness, research timeline,
and participant engagement without undermining the intervention research design. Counseling
has a growing number of SCRD studies focused on children (e.g., Dillman Taylor et al., 2015;
Meany-Walen et al., 2015; Schottelkorb & Ray, 2009; Swan & Ray, 2014); yet there are limited
SCRD intervention studies focused primarily on the social and emotional development of
children living with ASD (Lenz, 2013; McDaniel et al., 2021).
SCRD provides an outcome-based quantitative approach to assess the potential benefits
of early childhood empathy education through bibliotherapy for children living with ASD that is
supported by the parent-child relationship (Moffitt et al., 2021). Parents are the primary influence
in their child’s empathy development (Wong et al., 2021) and utilizing the parent-child
connection to facilitate empathetic growth and prosocial behavior in children living with ASD is
novel. Prior research on children living with ASD has focused on applied behavioral analysis
(Vietze & Lax, 2020), child-centered play therapy (Balch & Ray, 2015), and affective training
(Schrandt et al., 2009). In this study, the researcher focused on evaluating the efficacy of a
parent-child intervention, with therapist support, because the previous researchers hypothesized
that the removal of a lab and therapist would reduce the potential distress to the child. Parentchild relationship interventions significantly outperform therapist-child interventions (p = .001;
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Bratton et al., 2005) in large part due to the pre-established relationship between parent and
child. Cornett and Bratton (2015) reported that following a parent-child intervention, parents
reported better communication and increased closeness with their children. Moreover, research
participants reported improvements in the interpersonal dynamics among all family members,
despite not all members of the family participating in the intervention (Cornett & Bratton, 2015).
The focus on the parent-child relationship in the Empathy Reading Project therefore could have
potential benefits to the entire family system.
Procedures
The researcher began the Empathy Reading Project after she obtained approval from the
UCF Institutional Review Board (IRB). Next, the researcher recruited participants from local
schools and community sites serving families with children living with ASD. The researcher
recruited all research participants as parent and child dyads and followed up with interested
parents via phone or zoom to answer questions and review the Empathy Reading Project steps
and assessments in greater detail. Once the researcher obtained parent approval, she scheduled
the clinical interview with parents to co-create the individualized daily child measure (IDCM)
and to complete all pretests. Parents met with the researcher weekly through all phases of the
study to check in on data collection progress and tasks associated with the Empathy Reading
Project.
Researcher-Therapist
The researcher for the Empathy Reading Project was Sarah Mendoza, M.A., Nationally
Certified Counselor (NCC), Licensed Mental Health Counselor (LMHC), and Qualified
Supervisor (QS) in the state of Florida. Ms. Mendoza has worked as an LMHC since 2011 and
has provided care to patients and clients living with an array of mental health and substance use
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disorders and their families, including persons living with ASD. During her doctoral program,
Ms. Mendoza took specialized classes in play therapy and served as a graduate assistant in the
Community Counseling and Research Center at UCF. Ms. Mendoza has more than 10 years of
clinical experience in the helping profession. The A-B-A-B SCRD of the Empathy Reading
Project came from Ms. Mendoza’s desire to complete an intervention study for her dissertation
and provide adjunct services to parents and families with children living with ASD.
In the sections ahead, the researcher outlined the steps to data collection and assessments
in the Empathy Reading Project. The researcher collected assessments on social development
and cognitive empathy for children prior to the intervention (phase A) and following each
intervention (phase B). The researcher collected parent self-reports on parental acceptance during
baseline (phase A) and following each intervention (phase B). In addition to the pre/posttests, the
researcher collected the IDCM at the same time each day from the time of the clinical interview
through the end of the study. Participants completed data collection online via Qualtrics and all
assessments were de-identified for the privacy of all participants. The researcher developed a
protocol for this research study to ensure fidelity and similarity of experience from initial interest
through completion of the study. Table 1 summarizes the Empathy Reading Project steps for this
process. Each step is outlined in more detail below.
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Table 1 The Empathy Reading Project Steps
Step

Action

Time

Step 1

Recruitment

Prior to phase A

Step 2

Parent information meeting

Prior to phase A

Step 3

Informed consent and clinical

Prior to phase A

interview
Step 4

Pretests

Phase A

Step 5

Baseline phase

Phase A

Step 6

Intervention phase

Phase B

Step 7

Posttests

End of phase B

Step 8

Follow-up

Phase A

Step 9

Data analysis

Phase B

Step 10

Sharing results

Phase A

Step 1: Recruitment
After IRB approval, the researcher recruited participants from local community agencies
and schools that served families of children living with ASD. The researcher used active
recruitment strategies, such as stratified sampling procedures, to connect with identified
community sites that interacted with children who live with ASD and their families (Carlson et
al., 2014). The researcher reached out to directors of the following sites: Orange County Public
Schools Voluntary Pre-Kindergarten program, the UCF Center for Autism and Related Disorders
(CARD) program, and the UCF Creative School for Children. The researcher sent an email
(Appendix A) and followed up with a phone call to each director. Each leadership member
received a flyer and a request to share the flyer with the populations they served (Appendix B).
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The researcher offered to connect with each site’s leadership team about the Empathy Reading
Project in person, via Zoom, or by phone to outline how the study may benefit their clients and
students. The researcher offered parent meetings and direct contact with potential participants, so
that the leadership at the aforementioned sites did not have to explain the research process to
interested parties.
The researcher also employed passive recruitment methods through disbursement of
information online. She sent outreach emails and the recruitment flyer to the Exceptional Student
Education Doctoral Student Group and the Counselor Education and Supervision Doctoral
Student Organization at UCF and asked the organizational Presidents to distribute the Empathy
Reading Project research information to graduate student organization participants. The
researcher also emailed her personal local professional contacts. The researcher asked in the
initial outreach to all groups that they share the Empathy Reading Project recruitment flyer and
information with anyone in the Central Florida area who may be interested in participating in this
project. The researcher requested that the counselors/contacts receive permission from potential
participants to share their contact information in the case of referrals. In addition to these active
and passive recruitment strategies, it was noteworthy that information regarding this project may
have been shared by word-of-mouth that further expanded recruitment efforts beyond direct
contact with the researcher (Carlson et al., 2014).
Step 2: Parent Information Meeting (Pre-Screening)
During the initial contact, the researcher conducted a pre-screening of all participants
using the Pre-Screening assessment with parents via phone to determine eligibility (Appendix
C). Thereafter, the researcher emailed the Pre-Screening link for Qualtrics so that participating
parents could formally complete the Pre-Screening assessment as part of data collection.
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Eligibility criteria required that the parent was at least 18 years of age, literate, and willing to
read with their child daily. In addition, the parent affirmed their child was between three and five
years old, had a diagnosis of ASD, demonstrated expressive and receptive learning skills, and
could potentially benefit from bibliotherapy. The researcher determined that children who could
not consistently engage in bibliotherapy were unlikely to benefit from the Empathy Reading
Project and were excluded from the study to prevent frustration for the child and the parents. For
example, the following situations were deemed sufficient grounds for exclusion: the child was
not able to communicate with their parents verbally in some way, the child required continuous
one-to-one observation for safety, the child engaged in self-harm as part of their ASD diagnosis,
and/or the child presented with an inability to participate in activities requiring joint attention. In
total, six parents reached out and the researcher enrolled four for participation based on their
eligibility. Only one parent and child dyad were deemed ineligible for participation because there
was no established diagnosis of ASD and the other parent never responded to the researcher’s
follow-up. The researcher provided the parent without a formal diagnosis of ASD, for their child,
with referrals to local ASD treatment providers (Appendix E).
The researcher explained to parents the research goals, timeline, and anticipated
participation requirements of the Empathy Reading Project during an initial phone call or Zoom
meeting. The researcher explained to the parents that she was the therapist who would provide all
parental meetings and be the contact person for the research study. The researcher coordinated
parent and researcher meetings to take place in one of the following locations based on the
parent’s preference: a HIPPA-compliant Zoom meeting, a face-to-face meeting in their home, or
at the Community Counseling and Research Center where the researcher had access to a UCF
office. After parents and their children pre-qualified for the study and the parent agreed to
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participate in the study, the researcher emailed parents a Qualtrics link containing the informed
consent. The researcher offered a paper and pencil option so that parent and child dyads who did
not have access to technology would not be excluded from participation; however, all
participants in this study had access to computers and the internet. All of the parent meetings
were scheduled at a consistent day, time, and location, by the parents’ preference.
Step 3: Informed Consent and Clinical Interview
There was a single informed consent for parent and child participants in the Empathy
Reading Project. During the consent process, parents signed for their participation and for the
child’s engagement in the research study (Appendix D). Child participants agreed to their
participation verbally when interacting with the researcher; however, a written signature was not
required by UCF IRB (UCF IRB HPR 090.5.1.4.2). Parents agreed in the written consent to
provide the bibliotherapy to their child as part of the intervention (phase B) for the study. The
researcher explained to parents that children living with ASD often experienced higher rates of
stress when there was a new relationship with a therapist for treatment (Kupferstein, 2019).
Thus, parents acknowledged, through signing the informed consent, that the only interaction
between the researcher and their child was during the pre/posttests of the Empathy Scale for
Children (ESC; Koksal Akyol & Aslan, 2014) and that this interaction was in the presence of the
parent. For a full copy of the informed consent, see Appendix D.
In addition, the researcher outlined participants’ right to withdraw from the Empathy
Reading Project at any time in the written informed consent. The researcher described that the
process of withdrawal from the research study would be to communicate the need to end
participation with the researcher in writing, if possible. There was no requirement or obligation
for parents to provide a specific reason for withdrawal from the study. All participation was
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voluntary. The researcher provided referral resources to all participants either at the time of their
withdrawal or at the end of the study (Appendix E).
Clinical Interview (Intake) and Individualized Daily Child Measure (IDCM)
A clinical interview can be conducted by a therapist, social worker, psychiatrist, nurse,
nurse practitioner, physician’s assistant, or helping professionals with expertise to support the
interviewee (Stack-Sullivan, 1954; Waltereit et al., 2020). Clinical interviews are focused on
attaining information from the client, patient, or interviewee on what their needs are and how the
expert can be of assistance. Clinical interviews can be formal with scripted questions or informal
with a more open dialogue (Stack-Sullivan, 1954; Waltereit et al., 2020). The clinical interview
for the Empathy Reading Project took place between the parent(s) and the researcher in a semistructured design (Mills & Gay, 2019). The clinical interview included a more thorough
introduction between parents and the researcher. The researcher asked all parents the following
questions: (a) How do you believe the Empathy Reading Project will or will not support your
child?, (b) What do you, as a parent, hope to gain from your participation in the Empathy
Reading Project?, (c) Are there changes you would like to see in your child’s social and
emotional behaviors? In yourself?, and (d) Do you have unanswered questions about the program
and what is expected of you? Based on the clinical interview, the researcher co-developed the
IDCM of three questions for each child. For a full outline of the clinical interview, see Appendix
F.
The researcher followed SCRD standards for case-specific time series analysis
(Borckardt et al., 2008) by employing an IDCM. The researcher co-generated the IDCM in
collaboration with parents during the clinical interview; and thereafter, parents approved the
IDCM prior to initiating the baseline phase (phase A) of the study. The researcher provided an
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explanation of how a daily measure enabled the researcher to observe change over time, if any,
from the bibliotherapy intervention. The researcher used a sample IDCM to exemplify how the
measurement would be used to assess the number of instances something occurs day-to-day,
such as how often the child engages in play. For sample IDCM questions, see Appendix G. Each
child was measured against their own progress, and the researcher highlighted this important
detail for parents. Prior SCRD research on family interventions by Cornett and Bratton (2014)
found individualized family measures aided in capturing the benefits of Child-Parent Relational
Therapy (CPRT) for the entire family. The researcher aimed to gain a broadened perspective on
potential benefits to parents, their children, and families by using an IDCM in the Empathy
Reading Project.
Step 4: Pretests and Step 7: Posttests
The researcher collaborated with parents to complete all pretests before beginning phase
A of the study and posttests were completed one to three days after each intervention phase
(phase B). The purpose of having a posttest after each intervention phase was to ensure that even
in the case of partially collected data there was at least one posttest. Prior to the baseline
assessment (phase A), the researcher asked parents to complete pretests on their child’s current
social development by completing the Child Development Inventory (CDI) subscale on Social
Development Scale (SDS) (Ireton, 1992). Next, the researcher asked parents to complete their
own pretest on parental acceptance using the Porter Parental Acceptance Scale (PPAS; Porter,
1954). Parents completed the SDS of the CDI and PPAS electronically via Qualtrics. The
researcher administered the child’s pretest on the ESC (Koksal Akyol & Aslan, 2014) to assess
cognitive empathy in the presence of their parents at a scheduled day and time.
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Demographics
The researcher collected demographic information on each family including age, gender,
diagnosis history, race/ethnicity, parent marital status or guardianship status (i.e., skipped
generation family), child’s prior therapy experience (i.e., occupational therapy), socio-economic
status of household, and whether the child had siblings in the home (Appendix H). The
researcher used demographic information to assess unique participant variables for the creation
of individual participant profiles included in the results of the study. All demographic questions
mirrored the US Census and the National Survey on Children’s Health from the Department of
Health and Human Services. Typically, intervention studies in counseling research obtain
demographics on research participants to assess whether the sample is adequately diverse for
future research implications and/or conducting future meta-analyses (Fleury & Hugh, 2018).
However, SCRD methodology does not assume normality as each participant stands alone;
therefore, the researcher did not try to control for potential differences in demographics among
participants.
Child Development Inventory (CDI)
The researcher selected the SDS of the CDI for the demonstrated reliability with parent
reports (Cronbach’s alpha = .8 to .9) for children ages 15 months to six years old and specifically
for children with special needs (Ireton & Glascoe, 1995). The complete CDI has more than 200
items while the SDS has 40 items and focuses on the child’s social and emotional behaviors. The
40 SDS items are yes or no questions with “no” assigned a value of zero and “yes” assigned a
value of one. The scoring guide for the SDS specifies each social behavior questions
appropriateness by age in years and months. The score range for neurotypical children ages three
to five is 31 to 38 (Ireton, 1992). Ireton (1992) performed validity tests and found all subscales
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of the CDI, including the SDS, closely correlated to age (r = .84). In addition, Ireton (1992) also
assessed children enrolled in special education and 19 of 26 children were successfully identified
as experiencing delays in one or more subscales by parent report. More than 30 years of research
using the CDI has made it a valuable tool for physicians, professionals, parents, and teachers
(Child Development Review, n.d.). Parents completed the SDS of the CDI via Qualtrics as the
pre/posttests at the beginning of the Empathy Reading Project and after each intervention phase
(phase B). For example, SDS questions, see Figure 1.
Please answer the following items with “Yes” or “No.” If your child is inconsistent on a
particular item, please choose based on most of the time.
1.

Greets people with “Hi” or similar expression

2.

Tattles or tells on other children

3.

Shows sympathy to other children, tries to help, and comforts them

4.

Sometimes says “No” when interfered with

Figure 1 Social Development Scale of the Child Development Inventory
Note: Adapted from the Social Development Scale of the Child Development Inventory by
Ireton, 1992, (https://www.parishschool.org/media/1546/child-development-inventoryscore.pdf. In the public domain.
Porter Parental Acceptance Scale (PPAS)
Parental acceptance is defined as when a parent feels and behaves with unconditional
love towards their child, values their child as a separate and unique person with their own needs
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and wants, and believes the child has the right to express themselves authentically (Porter, 1954).
The researcher selected this instrument based on Porter’s (1954) definition of parental
acceptance as it separates this measurement from other tools used to look at parent-child
relationships. The PPAS has 40 self-report questions scored on a Likert scale. The total score
ranges are from 87 to 187, with categories of 159-187 as high, from 130 to 157 as
middle/moderate, and 87-129 as low acceptance (Porter, 1954). Porter’s (1954) original intent
was to create a scale that allowed for a continuum of parental acceptance that parents fall into
rather than a binary of acceptance or non-acceptance.
Porter (1954) completed a split-half reliability correlation of .76 and then completed a
Spearman Brown analysis which raised the correlation to .86. In 1957, Buchinal and colleagues
reported a Spearmen Brown total test reliability coefficient of .8. For validity, an expert panel
reviewed each test item and a majority, three of five experts, agreed on all items included in the
measure. An item analysis of the PPAS of high and low scoring mother and father participants
(N = 64, in each quartile) demonstrated high item reliability when total test scores were the
criterion (35 items, t values greater than 3.46, p < .001; Burchinal et al., 1957; Hicks & Baggerly,
2017). In this study, the researcher conducted pre and posttests of the PPAS with the same parent
electronically via Qualtrics at the beginning of the study and during phase B. For an example
question on the PPAS, see Figure 2.
12.

When my child misbehaves while others in the group are behaving well, I:

a.

See to it they behave as the others

b.

Tell them it is important to behave well when they are in a group

c.

Leave them alone if they aren’t disturbing the others too much

d.

Ask them to tell me what they would like to do
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e.

Help them find some activity that they can enjoy and at the same time not disturb
the group

Figure 2 Porter Parental Acceptance Scale (PPAS)
Note: Adapted from The Relation Of Parental Acceptance To The Adjustment of Children (p.
86) by Buchinal, L. G., 1956, [Doctoral dissertation, Ohio State University]. ProQuest
Dissertation Publishing. https://www.proquest.com/docview/301969665. In public
domain.
Empathy Scale for Children (ESC)
The researcher administered the ESC with child participants to assess cognitive empathy.
Cognitive empathy is characterized by the ability to think of how another individual would feel,
believe, or desire in their situation/experience/position (Mazza et al., 2014). The ESC uses
photos and situational facial recognition for cognitive empathy assessment, which is appropriate
for children three to five years old (Koksal Akyol & Aslan, 2014). Developers of the ESC
evaluated prior instruments and selected 12 images to assess for empathy responses of primary
school children. The images included in the ESC were submitted to a panel of experts for
approval: 15 child development and education specialists, five psychologists and guidance
counselors, and one psychologist specializing in empathy. Once the images were approved,
researchers tested the ESC with 160 children: 16 girls and 26 boys aged four; 27 girls and 25
boys aged five; and 32 girls and 24 boys aged six. The ESC was internally reliable with a KR-20
coefficient of .7 and a test-retest reliability of .89 (Koksal Akyol & Aslan, 2014). The ESC is 12
items and for each correct match of facial expression to social situations, one point is awarded.
Therefore, the score range on the ESC is zero to 12. Koskal Akyol and Aslan (2014) have not
established cut off scores for the ESC. For the purposes of the Empathy Reading Project, the
researcher selected the ESC because it offered a matching pretest and posttest for children to pair
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emotional responses without the need for reading or language. The researcher did not find a
validity study in the current literature on the ESC.
Step 5: Baseline Phase (Phase A)
The baseline phase of a SCRD study can vary by individual participants (Lenz, 2015). In
the current literature, different researchers recommend different baseline measurement
requirements: (a) Kennedy (2005) recommends a minimum of three data points, (b) Vannest et
al. (2013) recommends a minimum of five data points, and (c) Borclart (2008) suggests a
minimum of seven observational data points for baseline measurements (phase A) and
expounded that the total number of data points can vary by participant. The baseline
measurement assesses the identified behavior without intervention (Ray & Schottelkorb, 2010).
Baseline measurements are considered stable once the participant does not have significant
variation in the rate of occurrence of their individualized daily measure behaviors (Ray, 2015). In
other words, stability in the baseline assessment is when the identified daily behavior
measurement is the same or worse by self or other report (Kazdin, 2011). Based on the
comprehensive literature review, this researcher selected a minimum of seven data points (one
for every day of the week) to complete the baseline procedure (phase A) and to show a full
picture of the child’s world. The IDCM was the observable child measurement that parents
completed throughout the Empathy Reading Project. The researcher collected this data on a daily
basis via direct text communication with the parent participants’ that included a Qualtrics link to
their child’s individualized form.
In phase A of the Empathy Reading Project, the parents participated in one parentresearcher weekly meeting to ensure data collection was going well and to provide support on
research participation. Before beginning the intervention phase (phase B), the researcher
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reviewed all bibliotherapy books with parents as well as the steps to bibliotherapy: (a) prereading
or familiarizing themselves and their child with the book, (b) reading the book together, and (c)
processing or discussing the books’ contents with their child (Johnson et al., 2000). The
researcher delivered the bibliotherapy books, with the questions for processing, to parents the
week prior to starting bibliotherapy in phase B. To see details of each researcher and parent
meeting during the baseline procedure (phase A), see Table 2.
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Table 2 Parent Coaching Topics for Phase A of the Empathy Reading Project
Phase A Parenting Sessions
Week One
1. Schedule initial meeting and continued meeting time with parent
2. Build rapport by getting to know the parent
3. Ask about their child and the child’s unique needs associated with ASD
4. Review the purpose of the study and how it may or may not help their child
5. Review study phases
6. Ask if the parents have any questions about the research project that you can answer
7. Review and confirm the three individualized questions for the child daily measure that
were created from the clinical interview
8. Confirm all contact information
9. Confirm the method of contact, distribution, and follow-up for the IDCM which could
be electronic or paper and pen
Book Review
1. Introduce books and questions for the bibliotherapy intervention, over Zoom or in
person, by opening each book and providing an explanation of the book’s contents
and why it was selected
2. Show parents the questions written onto the book pages while explaining that the
purpose of including the questions in the book is to limit the bibliotherapy
intervention tool to one item
3. Encourage parents to be creative with bibliotherapy questions if they have some
ideas that come to mind for their child
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Phase A Parenting Sessions
4. Remind parents that the purpose is not to force bibliotherapy and it is acceptable to
report that they did not participate in bibliotherapy on a given day(s)
5. Answer any questions about providing bibliotherapy
6. Deliver books to parents at an identified place prior to the beginning of the
bibliotherapy intervention (phase B)

Step 6: Treatment/ Intervention Phase (Phase B)
The treatment phase of the Empathy Reading Project was three consecutive weeks with a
twofold intervention. First, parents met with the researcher weekly for 30 minutes to provide
feedback on bibliotherapy and the events of the week and to receive parental support. Second,
parents provided bibliotherapy daily with the selected books to their child at home during a
consistent, designated time.
Bibliotherapy
The treatment or intervention phase (phase B) consisted of bibliotherapy between the
parent and child in concurrence with weekly parent and researcher meetings. At the end of phase
A, the researcher collaborated with parents to create the daily bibliotherapy intervention. Parents
were asked to select a consistent time, based on the child’s schedule and other familial tasks, to
engage in bibliotherapy. The researcher emphasized to the parents the importance of consistently
holding this time, similar to a play date or a doctor’s appointment. The researcher suggested
making appointment cards for the parents to give to their child at the end of each bibliotherapy
session to remind them of their time together the following day. The researcher also requested
that parents keep the Empathy Reading Project bibliotherapy book selections in a single area and
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have their child select a book each night. The researcher highlighted the value of routine in
children’s development to help create predictable structure in their day-to-day activities (Ferretti
& Bub, 2014). Parent-child routines have been correlated with improvement in the parent-child
relationship and decreases in behavioral concerns (Ren & Fan, 2018).
Parent-Child Bibliotherapy Sessions. Bibliotherapy sessions were designed with the
intention to be focused, specialized time between parents and their child to build their
connection. Creating a behavioral routine and maintaining that routine has been well documented
to support children living with ASD across multiple areas of development (Leaf et al., 2021).
Each day children were encouraged to choose a book to read, but if the child opted out the parent
could select a book for that day’s reading material. Next, the child and parent needed to select a
comfortable location in their home to read. The researcher provided in-book questions to
facilitate bibliotherapy in each Empathy Reading Project book, thereby ensuring there was only
one tool needed by the parent to support the bibliotherapy intervention.
Alternatives. If a child participant refused engagement in bibliotherapy, the researcher
offered other child-centered activity ideas to parents to increase daily connection with their child
during the following weekly meeting. These activities included letting the child lead their time
together and selecting safe and appropriate shared experiences their child might like. Some
examples include coloring and/or playing with their favorite, non-electronic toys like cars,
blocks, or magnetic tiles. Additionally, the researcher encouraged parents to be creative and to
take steps to do things they knew their child enjoyed like singing or arranging the room for rest
and bedtime. For example, if it was time for bed, the child could arrange their special stuffed
animals for a comfortable night’s sleep before or after reading. The purpose of this study was to
enhance the lives of children living with ASD and their parents and not to force a behavior or
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place undue strain on their relationship; therefore, the researcher encouraged the parents to read
to their child daily and provided alternatives, if the child chose not to read, that still emphasized
time spent together.
Assessments. The researcher asked parents to read with their child at least five days a
week during the intervention (phase B). On the daily report, parents could indicate if the child
did not engage in bibliotherapy. If the parent did not read with their child, all partial data
collection was still analyzed. The researcher’s goal was to be realistic about bibliotherapy
engagement and recognized regular day-to-day events in a family’s life may prohibit a parentchild reading routine a few times in a week. One benefit of A-B-A-B SCRD was the flexibility of
individualized approaches (Lenz, 2015).
Total Sessions. In the review of previous literature, researchers conducting SCRD
intervention studies on play therapy met with participants for six to 20 sessions (Balch & Ray,
2015; Dillman Taylor et al., 2019; Meany-Walen et al., 2015; Stutey et al., 2017; Schottelkorb &
Ray, 2009; Swank et al., 2018). In their meta-analysis on SCRD studies using CPRT for the
treatment of childhood mental health, Pester et al. (2019) reported as few as eight sessions
produced significant positive results. Thus, the researcher created the intervention timeline of
phase B for the Empathy Reading Project to have a minimum of 15 sessions of bibliotherapy
because of the documented benefits of having at least eight sessions of CPRT (Pester et al.,
2019) and of maintaining a routine for children living with ASD (Leaf et al., 2021). During the
intervention phases, the researcher provided parents with all bibliotherapy session materials for
their children. For a complete list of each book, the rationale for selecting the text, and provided
questions see Table 3.
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Table 3 Bibliotherapy Books, Rationale, and Questions
Title

Author

ISBN

Be Kind Be Brave Be You!

Charles M. Schulz &

978-1-5344-1251-4

Elizabeth Dennis
Rationale: Be Kind Be Brave Be You! portrays peer interactions in the Peanuts group that
display kindness, bravery, and authenticity. The researcher selected this text because it
coincides with previous research that shows children living with ASD benefit from storylines
and vignettes that enhance social learning (DeChamps et al., 2014; Gena et al., 1996; Schrandt
et al., 2009; Wu et al., 2020).
Questions:
p. 4 – How do you like to be kind?
p. 11 – Can you take a deep breath when you need to be brave? Practice a deep breath together.
When are you brave?
End of book – What describes insert your child’s name? Help your child connect who they are
with positive attributes.
E is for Empathy

Sarah Mendoza &

978-0-578-31659-8

Lisa Duvall
Rationale: E is for Empathy includes day-to-day interactions between family members, peers at
school, and social environments that focus on cognitive empathy. Each scene is built around an
interaction to help the reader recognize what another person is experiencing and how one might
have an empathetic, prosocial response. The researcher selected this text because it coincides
with previous research that shows children living with ASD benefit from storylines and
vignettes that enhance social learning. Furthermore, the illustrations are human beings and not
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Title

Author

ISBN

caricatures or animals and researchers have determined persons living with ASD attend less to
facial expressions and benefit from social context as well as facial recognition support to
enhance cognitive empathy (Mazza et al., 2014). Therefore, using bibliotherapy with human
interactions to exemplify empathy may help in cognitive empathy development.
Questions:
p. 7 – When have you lost something and asked for help? When have you helped someone find
something they lost?
p. 11 – When do you share if you know a friend needs something?
End of book – How does insert your child’s name show empathy?

Mirror & Me Feelings

Rose Colombre

978-1-68052-789-6

Rationale: The researcher selected Mirror & Me Feelings for the focus on building emotional
literacy. Children living with ASD benefit from practice in recognizing emotions in others
(Gena et al., 2004; Schrandt et al., 2009; Mezza et al., 2014). By offering parents a way to
practice facial recognition with their child, this book selection was meant to help child
participants grow in emotional expression and receptivity. In addition, children living with
ASD have unique brain structures with decreased mirror neuron activity and this book was
selected to help stimulate the reciprocity potential in mirror neurons between parent and child
(McAlonan et al., 2005; Rooij et al., 2018).
Questions and Suggested Corresponding Activities:
Practice making all the facial expressions outlined in the book with your child. Use a real
mirror if you prefer to. This is a time to practice expressing and receiving emotional
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Title

Author

ISBN

messages. Ask your child to show you their expressions and mirror back to them your own
facial expressions of the book’s emotions.
No Hitting

Karen Katz

978-0-448-43612-8

Rationale: Children living with ASD are more likely to act out with hitting and aggression
when they do not have adaptive, emotionally expressive behavioral options (Dominick et al.,
2007). The researcher selected No Hitting because it identifies emotions and behaviors that can
be used to express frustration and anger without any harm to self or another.
Questions:
p. 1 – Do you ever want to hit? Do you think you could do what the boy in the book does
instead? Show me.
p. 4 – Do you have a squeezy or something you can squeeze? Let’s go get it so we can practice
while we read. Brainstorm ideas if your child does not have an option.
End of book – What helps you feel better?
Panda Panda Love

Mona Koth &

978-1-68052-769-8

Vicki Scott
Rationale: The researcher selected Panda Panda Love because it focuses on unconditional love
between parent and child (Porter, 1954; Wong et al., 2021). Additionally, the book focuses on
building emotional literacy by labeling and displaying emotions. Similar to the other book
selections, the researcher’s choice was influenced by prior research that shows children living
with ASD benefit from practice in recognizing emotions in others (Gena et al., 2004; Schrandt
et al., 2009; Mezza et al., 2014).
Questions:
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Author

ISBN

p. 7 – When do you feel silly?
p. 11-12 – Who listens to you? Who do you listen to?
p. 17-18 – Do you ever go hide? If yes, what makes you want to hide?
S is for Sharing

Malinda Rathjen &

978-1-5460-3376-9

Georgina Chidlow-Irwin
Rationale: The researcher selected S is for Sharing because sharing is a primary social
interaction that falls under empathic and prosocial behaviors that support connections for
children in their family, at school, and in other social environments (Pickens, 2009; Ashburner
et al., 2010; Eres et al., 2015).
Questions:
p. 1 – Do you share on the playground? With whom?
p. 5 – Do you like sharing stories or snacks? With whom?
p. 14 – What is S for? Go back to sharing or other words your child might know.
The Okay Book

Todd Par

978-0-316-90809

Rationale: The researcher selected The Okay Book because it covers acceptance of appearance,
behaviors, and feelings. Children benefit from acceptance to build social connections; social
connection improves mental and physical health (Cacioppo & Hawkley, 2003; Sapiro & Ward,
2019).
Questions:
p. 8 – Do you ever feel scared? Sometimes when we are scared, it’s helpful to practice taking
deep breaths. Let’s try it together.
p. 10 – What do you like to share?
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End of book – What is okay about you? About me?
Ways to Welcome

Linda Ashman

978-0-374-31318-0

Rationale: The researcher selected Ways to Welcome because it has many social interactions
between family members, peers at school, and social environments in the community (i.e.,
library) that focus on ways we connect with others. Each scene is built around an interaction to
help the reader learn ways to connect. Like the other books, the researcher selected this text
because it coincides with previous research that shows children living with ASD benefit from
storylines and vignettes that enhance social learning and the illustrations are human beings and
not caricatures or animals (DeChamps et al., 2014; Gena et al., 1996; Schrandt et al., 2009; Wu
et al., 2020).
Questions:
p. 1 – How do you like to say “hi”?
p. 2 – Who do you invite to play?
p. 14 – Do you like story time?
p. 26 – Are you shy and quiet or big and bold?
p. 32 – Who are you glad to see? Do you ever tell them? Maybe we could make them a
picture/drawing.
We Believe in You

Beth Ferry

978-1-250-31200-6

Rationale: The researcher selected We Believe in You for the affirmations found in the text and
illustrations. Children benefit from their parent’s affirmation in their development of selfesteem and emotional self-regulation (Matsudaira et al., 2016; Wong et al., 2021). Positive
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parenting approaches have been shown to increase the grey matter in children’s brains
(Matsudaira et al, 2016). This book serves as a tool of encouragement from parent to child.
Questions:
p. 6 – Do you like being funny? When?
p. 13 – When do you help others?
p. 17 – Who is our family? How do we treat each other?

Parent Meetings
The researcher provided weekly support sessions for parents in relation to their parentchild interactions, bibliotherapy, individualized data collection, and history or events that took
place during the Empathy Reading Project. Weekly meetings between the parents and researcher
during phase B focused on how to create a healthy routine around bibliotherapy and how to take
action that was effective for their child. The researcher provided examples of basic tools parents
could use with their child to have child-centered interactions, like acknowledgement of behavior
(e.g., reflective responding) and reflection of feeling (Landreth, 2012). The researcher checked in
each week with the parent about how their child was behaving, how the daily reading was going,
and how to build engagement in daily reading. The researcher highlighted the exploratory nature
of the Empathy Reading Project and that there was no expectation to impose the bibliotherapy
intervention on their child when they were met with resistance. The researcher encouraged using
the tools provided during parent coaching to have healthy parent-child interactions. For an
overview of weekly therapist support meeting contents, see Table 4.
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Table 4 Parent Coaching Topics for Phase B for the Empathy Reading Project
Phase B Parenting Sessions
Week Two
1. Check in with parent about the previous week
2. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
3. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
4. Inquire about bibliotherapy routine and whether the parent has been able to maintain a
regular time to engage with their child
5. Support parents by answering any questions they have about their child and
bibliotherapy
6. If time permits, begin introduction of child-centered language from child centered play
therapy (Landreth, 2012) by discussing reflective language and the purpose of using
reflective statements to show your child they are the center of your attention.
7. Provide examples of child-centered reflections, such as reflection of content, “I see you
selected the book for reading tonight,” and reflection of feeling, “I see your smile.
You feel/are feeling happy.”
Week Three
1. Check in with parents about the previous week
2. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
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Phase B Parenting Sessions
3. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
4. Inquire about bibliotherapy routine and whether the parent has been able to establish
and continue to have a regular time to engage with their child
5. Introduce or continue discussion on employing child-centered language as a parent (see
above).
6. Ask if the parent has been able to use any reflective language with their child
7. Teach another reflective skill
8. Offer to provide more examples and role-play how this language can be used
Week Four
1. Check in with parents about the previous week
2. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
3. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
4. Inquire about bibliotherapy routine and whether the parent has been able to continue to
have a regular time to engage with their child
5. Continue discussion on child-centered language by providing examples of positively
phased redirection, such as “Chairs are for sitting” vs. “Don’t stand on the chair”
(Landreth, 2012)
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Phase B Parenting Sessions
6. Outline the use of the word “and” in lieu of “but” when redirecting behaviors. For
example, “I know you want to continue watching TV and it is time to go to bed” as
another option for positive behavioral redirection (Kottman & Meany-Walen, 2018)
7. Introduce encouraging behaviors through descriptive language and focusing on effort
over praising an outcome (Carr & Boat, 2019), such as “I see you are in our usual place
and ready to start reading”
Week Five: Return to Phase A Parenting Sessions, outlined in Table 5
Week Six
1. Check in with parents about the previous week
2. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
3. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
4. Inquire about bibliotherapy routine and whether the parent has been able to re-engage
in a regular time they engage with their child
5. Introduce advocacy agencies that are for children living with ASD and their families
and ask what agencies, if any, the parents are aware of and if they would like additional
information
a. Agencies in Central Florida include Autism Speaks, Nathaniel’s Hope, UCF
CARD, the National Alliance for Mental Illness of Greater Orlando
Week Seven
1. Check-in with parents about the previous week

99

Phase B Parenting Sessions
2. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
3. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
4. Inquire about bibliotherapy routine and whether the parent has been able to continue to
have a regular time to engage with their child
5. Follow up on all tools for child-centered interactions and positive language by asking
whether the parent has been able to use any of these tools and if they need any
additional support
6. Ask parents if they identify with being their child’s advocate
7. Define advocate as someone who will support and act on behalf of another (Leed Age
UK, 2022) and provide examples of how a parent might advocate for their child, such
as meetings with schools for an individualized education plan (IEP), taking the child to
therapy, or educating other parents about their child if they go to a play date
Week Eight
1. Check in with parents about the previous week
2. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
3. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
4. Inquire about bibliotherapy routine and whether the parent has been able to continue to
have a regular time to engage with their child
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Phase B Parenting Sessions
5. Ask parents about how they are feeling with their child’s participation in the Empathy
Reading Project
6. Remind parents that the intervention is two three-week cycles of reading and identify
the next meeting as a follow-up to review all the data collected and initial findings on
their participation in the research study
7. Confirm the follow-up appointment
8. Ask if there is anything more they need from you before meeting next week

Steps 7 & 8: Posttests and Follow-up (Phase A)
The follow-up phase A timeline for each child matched the baseline phase time frame
(e.g., seven days) and parents were instructed by the researcher to return to their previous nightly
routine. If the child self-selected to read a bibliotherapy book from the Empathy Reading Project,
parents were not discouraged from reading the book with their child. The removal of
bibliotherapy or intervention in SCRD was to determine if any observed change remained
without the intervention. During that weekly parent-researcher meeting, no additional tips for
parent and child interactions were given. The return to baseline (phase A) was a structured pause
before returning to bibliotherapy (phase B) and provided the researcher a time to assess if
behavior change was maintained or not. The return to phase A met the WWCH standard for
repeated measure SCRD. The researcher asked parents to complete posttests on the SDS of the
CDI and PPAS at the mid and final phase A. For a summary of the return to phase A and followup meeting, see Table 5.
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Table 5 Parent Coaching Topics for Return to Phase A and Follow Up for the Empathy Reading
Project
Return to Phase A Parenting Session
Week Five
1. Provide parents Qualtrics links for posttests or paper and pencil versions and schedule
a time to complete the ESC with the child participant within three days of completing
the first intervention phase
2. Check in with parents about the previous week
3. Verify if their child had anything out of the norm happen (i.e., a cold or illness,
holiday, visitor at home, etc.) that could be reflected in the IDCM
4. Review data from IDCM from the previous week, whether it be gaps in data collection
and/or confirming the data received is accurate
5. Inquire about pause in bibliotherapy routine and how a return to baseline has or has not
impacted the parent and child
6. Follow up on reflection and positive language tools and ask if the parent has been able
to use any of them
7. Offer to provide examples of child-centered language and role-play with the parents, so
they could practice child-centered language
Final Phase A/Follow-up
Week 10
1. Check in with parents
2. Thank parents for their participation in the Empathy Reading Project
3. Review the data from the child’s individualized daily measure and changes, if any, that
can be observed in the visual analysis
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Return to Phase A Parenting Session
4. Provide any initial analysis of pre and posttests for both the parents and the child
5. Review and explain any effect size analysis from the IDCM, such as percentage of data
points exceeding the median (PEM)
6. Provide parents with certificate of appreciation
7. Encourage parents to continue to use any tools they felt were helpful from their
participation in the program and parent support meetings
8. Provide referral resources for local agencies that offer support for children living with
ASD and their families (Appendix E)

Step 9: Data Analysis
The researcher selected the data analyses for their individualized approach to assess what,
if any, change occurred in the behaviors of the child and/or in the assessment reports of the
parent participants involved in the Empathy Reading Project. In SCRD, there are no assumptions
of normality for the data analysis procedures because the participants are measured against their
own baseline and pre/posttest scores (WWCH, 2010). The researcher saved all de-identified
participant data on a password-protected computer and the data will be retained for five years in
an electronic password-protected location in accordance with UCF research policy and
procedures. The results of these analyses will be reviewed in Chapter Four.
The researcher used demographic data to create individual profiles for each research
participant dyad consisting of parent and child. During the weekly parent meetings, the
researcher verified data points and asked questions about any days that varied from others. The
weekly meetings introduced an opportunity to clean the data and clarify behavioral changes. For
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example, one participant had higher IDCM reports when their teacher was away for a week. The
change in routine was a confounding variable for those days that was able to be noted after
meeting with the parent. For days that had missing data, the researcher asked parents if they
recalled the day’s events when the meeting was close to the date. When the data was missing and
parents could not recall that day’s events or if the data missing was too far from the meeting (i.e.,
more than three days), the researcher used the previous day’s numbers in accordance with
quantitative sequential data collection standards (Ivankova et al., 2006)
In the following section, the researcher restated the research questions for the Empathy
Reading Project and outlined the procedures used to analyze the data collected to answer each
research question:
Research Question 1
Does participation in the Empathy Reading Project improve individualized behavioral
concerns of a child living with ASD as measured by an IDCM? Parents completed the IDCM at
the end of each day. First, the researcher analyzed the IDCMs using a visual analysis. The three
individualized questions were plotted by week and data collection was verified daily to assess
changes in the child’s behaviors. Parents completed the daily data collection via a Qualtrics link
sent in a text message by the researcher at the parent’s requested time (Appendix G). The
researcher verified data completion daily.
To further analyze the Empathy Reading Project IDCM, the researcher used effect size
calculations employed in SCRD (Vannest & Ninci, 2014). The researcher analyzed the
percentage of data above or below the median (PEM; Ma, 2006) to assess the intervention’s
impact on the child’s cognitive empathy and social behaviors. PEM scores have a 50% above
and below the median score and range from 0-1. PEM can be calculated for baseline and
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treatment phases as well as a mean effect for each variable category (Ma, 2006). The PEM effect
size analysis offers an alternative for assessing changes in the daily individual rating scales that
does not overvalue any single data point (Ma, 2006; Parker et al., 2007). The researcher
calculated PEM from the visual analysis to provide a summary of change collected in the IDCM
during the Empathy Reading Project across each item developed with the parent.
The dependent variable was the parent’s reports of their child behaviors on the IDCM.
The independent variable was parent-led bibliotherapy. Another common SCRD effect size
analysis is the percentage of non-overlapping data (PND) analysis which has been used to
calculate the impact of the treatment on the identified items of interest (Scruggs et al., 1987).
PND is a non-parametric test that can be calculated by hand from visual graphs. A PND of less
than 50% indicates no treatment effect, 50-70% indicates a mild or questionable effect, 70-90%
indicates a moderate effect, and 90% or greater indicates a highly effective treatment. The PND
effect analysis has the potential for a Type II error. Whereas the PEM effect size analysis offers
an alternative for assessing changes in the daily individual rating scales that does not overvalue
any single data point (Ma, 2006; Parker et al., 2007). Therefore, the researcher opted to use PEM
for analyzing the IDCM in this study, with two exceptions. When the participant had a baseline
median of zero for an individualized question, the researcher used a Percentage Change Index
analysis which is a descriptive statistic that compares the average, or mean, of two phases
(Manolov & Solanas, 2017). The Percentage Change Index analysis enabled the researcher to
assess what changes, if any, occurred in the child’s behavior by comparing the average rate of
occurrence over time.
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Research Question 2.
Does participation in the Empathy Reading Project increase cognitive empathy in a child
living with ASD, as measured by the ESC (Koskal Akyol & Aslan, 2014)? The independent
variable was the parent-led bibliotherapy intervention and the dependent variable was the child’s
score on the ESC (Koskal Akyol & Aslan, 2014). The researcher performed pre and posttests of
the ESC with each child face-to-face. The researcher then hand-scored the number of correct
responses to the pre/posttests of the ESC and recorded the total score. The researcher looked at
total scores in pre/posttests to assess if any increases were made and if there was a clinically
significant change.
Research Question 3.
Does participation in the Empathy Reading Project increase social-emotional
development in children living with ASD, as measured by the SDS of the CDI (Ireton, 1992)?
For this analysis, the independent variable was the parent-led bibliotherapy intervention and the
dependent variable was the parent report of the child’s social behavior on the SDS of the CDI
(Ireton, 1992). The researcher scored the SDS in accordance with the CDI manual and used the
interpretation guidelines for categorizing each child’s parent-report. The researcher looked at
total scores in pre/posttests to assess if any increases were made and if there was a clinically
significant change.
Research Question 4.
Does therapeutic support of parents for healthy parent-child interactions on empathy,
using bibliotherapy, increase parental acceptance as measured by the PPAS (Porter, 1954)? The
independent variable was the weekly researcher and parent meetings, and the dependent variable
was the adapted, gender neutral, PPAS (Porter, 1954). The researcher used paired t-tests again to
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measure if there was any significant change in parent self-report on the PPAS in pre/posttests.
The paired t-test enabled the researcher to compare the mean scores on the same subject over
time and look at the parent group (Lomax & Hahs-Vaughn, 2012). All parent responses were
downloaded from Qualtrics as raw data and imported into IBM SPSS Statistics (version 28)
predictive statistical software. The researcher performed the paired t-test analysis using IBM
SPSS Statistics (version 28) predictive statistical software. The researcher selected an effect size
analysis to look at the group of parent participants and used Hedges g because of the small
sample size (N = 4).
Step 10: Sharing Results (Phase A)
During the final phase A, each parent had a one-on-one meeting with the researcher to
review the results of their participation in the Empathy Reading Project. All visual analysis
graphs of their child’s daily behaviors were shared over Zoom or in person. The researcher
outlined all pre/posttest results in detail, explaining trends and significant differences, if any
were present. The researcher explained the selected methods of analysis, scoring, and reporting
for each selected measure while reviewing the parent and child’s results. The researcher
discussed the results of the PPAS and SDS with parents, noting the results were a summary of
how the parent responded to the questions. The researcher provided parents the opportunity to
respond to the results, ask questions, and provide any feedback they had. All participants were
thanked for their continued participation and commitment to meet weekly with the researcher
throughout the Empathy Reading Project.
Summary of Time Commitment for Research Participants
The Empathy Reading Project lasted eight to nine weeks, depending upon the individual
child’s baseline phase of the study. SCRD allows for individualized interventions. Therefore, the
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A-B-A-B SCRD of the Empathy Reading Project included variation among participants. The
flexibility of SCRD allows for the baseline phase to be lengthened for the child. Data analysis for
the IDCM was ongoing and calculated week-to-week. The researcher verified data submitted for
each child on their individualized measure nightly. The researcher completed pre/posttest
analysis in the weeks following each participants’ completion of the intervention and follow-up
phases. For the full timeline of participant engagement, see Table 6.

108

Table 6 Anticipated Time Spent by Participant for Each Activity
Item

Actions

Anticipated Time in
Minutes

Response to recruitment

Researcher and parent

10-30

discussion
Pre-screening

Five questions

3

Informed consent

Parent and researcher

15

review - parent to sign for
self and child
Demographics

19 questions

5-15

Clinical interview

Four open-ended questions

30-60

Pretests
ESC

Researcher and child

10-15

PPAS

Parent via Qualtrics

15-25

SDS of the CDI

Parent via Qualtrics

15-25

Baseline/Phase A

Weekly therapist meetings

Baseline IDCM

1-3

Parent and researcher meet

30

Intervention/Phase B
Bibliotherapy daily

Parents and child at home

Weekly therapist meetings

Parents and researcher

5 to 25
30 per week

meet
Data collection

IDCM - six questions
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5 per day

Item

Actions

Anticipated Time in
Minutes

Posttests

ESC/PPAS/SDS

45

Follow-up/phase A

Return to regular routine

0

Data collection

Continue IDCM

5 per day

Intervention/phase B

Bibliotherapy

5-20 daily

Weekly parent and

30-60 weekly

researcher meetings
Data collection

Continue IDCM

5 per day

Posttests

ESC/PPAS/SDS

45

Results sharing

Researcher and parent

30

meeting
Note: The following are acronyms used in Table 6: ESC = Empathy Scale for Children; PPAS =
Porter Parental Acceptance Scale; SDS = Social Development Scale; CDI = Child Development
Inventory.
Ethics
Counselors are governed by the American Counseling Association and their ethical
guidelines for completing research, in addition to following institutional, state, and federal
guidelines (American Counseling Association, 2014). The Empathy Reading Project adhered to
the IRB guidelines set forth by UCF for research with human subjects. To adhere to the principle
of respect for persons, the researcher obtained informed consent from parents and emphasized
the right to withdrawal from the Empathy Reading Project at any time. The researcher ensured
participant privacy for data collection and storage by using Qualtrics anonymous links,
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password-protected devices, and practices for de-identifying participants by participant number
and pseudonym (Mills & Gay, 2019). The principle of beneficence in human subject research
goes beyond doing no harm to participants and extends to the researcher offering something
good (Pieper & Thomson, 2016). To fulfill this requirement, the researcher developed the
Empathy Reading Project to be minimally intrusive to the child living with ASD while also
improving parent-child relationships. Specifically, the bibliotherapy intervention took place at
home with the child’s parent, while parents received weekly support meetings. If the child did
not want to participate in bibliotherapy that was also acceptable. Finally, the Empathy Reading
Project was an A-B-A-B SCRD for the ethical reason of exploring whether the intervention was
helpful to children living with ASD and/or their parents in a small sample.
Confidentiality
To protect the privacy and interest of participants, all data was de-identified by use of a
participant number and pseudonym once information was entered into the record. At no time was
the confidential information of participants shared without de-identification, except upon request
from the researcher’s Dissertation Chair who was listed in the IRB application as being allowed
access to the data and having completed all necessary trainings. Participants were assured of
their privacy in the informed consent and in the use of HIPPA-compliant Zoom for meetings. All
data sets will be saved for five years in accordance with UCF IRB policies.
The researcher informed parents that breaches to confidentiality would occur if the
researcher became aware of suspected child, elderly, or vulnerable persons abuse and had to
report the abuse to the proper authorities, the Department of Children and Families, as a
mandated reporter in the state of Florida. In addition, if the researcher became aware that
someone was in imminent danger of suicide or homicide, the proper authorities (i.e., local law
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enforcement) would be notified for the safety of all persons involved. These limits to
confidentiality met the legal and ethical requirements of the medical licensure of the researcher
and supervising faculty and were outlined in the informed consent. However, during the
Empathy Reading Project no breaches of confidentiality occurred.
Threats to Validity
The Empathy Reading Project was not intended to have high generalizability. The
preliminary nature of the SCRD study provided an opportunity to support parents with parental
acceptance and to aid children living with ASD with their social skills and cognitive empathy
development. There were threats to internal and external validity when collaborating with human
subjects (Mills & Gay, 2019). Threats to internal validity were variables that could influence the
study outcomes. One threat to internal validity in this A-B-A-B SCRD study was maturation. It
is natural and anticipated that the child participants would grow during the intervention. History
was a second internal threat to validity because events could occur during the research timeline
that influenced the pre/posttest outcomes that were in no way correlated to the research (Mills &
Gay, 2019). The researcher addressed the internal validity threats of maturation and history by
engaging parents and children at the time they expressed interest and by keeping a relatively
short intervention timeline for the study. As mentioned in the outline of phases of the Empathy
Reading Project, there was ongoing enrollment for families due to the variability in the timeline
for the baseline and follow-up phases of the study. Therefore, the researcher prepared for none of
the parent-child dyads to have uniform timelines in their participation in the Empathy Reading
Project. The researcher staggered the start of the intervention to combat potential attrition as well
as maturation and history effects.
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Another potential threat to validity was the impact of re-testing with the pre/posttests
being the same measurement. Participants can become familiarized with the measure or recall
previous answers when completing the posttests. Social desirability and the likelihood that
parents want to express improvement from the research intervention can also skew posttest
responses. The researcher highlighted the value of honesty during the study and emphasized how
a limited or no-result was not a negative outcome, rather a chance to further investigate what
would help parents and children living with ASD in the future. External validity is the likelihood
of the results being generalizable (Mills & Gay, 2019). SCRD was a cost-effective way to pilot a
new or adapted intervention for initial data and was not intended to generalize to all children
living with ASD (Ray, 2014). The goal was to substantiate further evaluation of how to enhance
cognitive empathy development in children living with ASD and their parent’s acceptance
through the bibliotherapy intervention. The goal of the Empathy Reading Project was to have an
in-home, shared parent-child experience that reduced external variables, such as a treatment lab
conditions or a new relationship with a therapist. This study was aimed at enhancing the lives of
the research participants in an effort to later assess the efficacy of the Empathy Reading Project
intervention with larger groups.
Threats to Reliability
Reliability is the assessment of how accurate the data is (Vannest & Ninci, 2014) and
whether the measurement consistently measures the intended variable. The reliability of the
Empathy Reading Project was influenced by the selection of measurement tools. Each
measurement was selected by the researcher for its defined variable measurement (e.g., cognitive
empathy in the ESC) and proven efficacy (e.g., Cronbach’s alpha = .8 to .9 for parent reliability
on the SDS of the CDI). The trustworthiness of parents to report daily on their child and their
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own engagement in the protocol of daily reading and therapist meetings was another threat to
reliability in the Empathy Reading Project (Ihantola & Kihn, 2011). The researcher addressed
parent trustworthiness by using multi-media approaches to engage parents with text reminders
and emails to affirm the researcher’s continued availability to parents throughout the study. The
observation of daily behaviors was a key part of the Empathy Reading Project and the
individualized questions for each child focused on discrete behavior and not constructs, which
could potentially be too vague to provide reliable responses. Nonresponse was another threat to
reliability. If too many data points were missing, the analysis was not accurate. The researcher
was the intervening and supporting therapist for the Empathy Reading Project, therefore, rapport
and relationship-building with parents was a crucial part of maintaining research engagement and
having reliable results.
Chapter Three Summary
In Chapter Three, the researcher outlined the A-B-A-B SCRD of the Empathy Reading
Project to include each phase of the intervention, the strategized recruitment of participants, and
the planned timeline of the research. Some of the benefits of using SCRD for new interventions
were that it allowed for flexibility in the intervention process that met the individualized needs of
research participants (Lenz, 2013). The adaptive SCRD approach for this pilot study enabled the
researcher to engage with families so as to meet the parent and child where they were and not
overexert influence on intended behaviors through highly structured therapies like applied
behavioral analysis (Sandoval-Norton & Shkedy, 2019). The primary goal of the Empathy
Reading Project was to investigate the efficacy of a bibliotherapy intervention between parents
and children, wherein parents also received therapeutic support for engaging their child. The
researcher focused on a review of the literature for the selection of SCRD methodology and
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outlined steps taken to mitigate anticipated risks to research participants and internal and external
threats to validity. The researcher set forth on this SCRD study with anticipation of adding to the
existing body of literature on supporting children living with ASD in their social-emotional
development, their cognitive empathy, and their parent’s acceptance.
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CHAPTER FOUR: RESULTS
In chapter four, the researcher presents the results of the Empathy Reading Project: the
outcomes of all study phases (A-B-A-B), pre and posttests measurements, and parent meetings.
No participants withdrew from the Empathy Reading Project. The researcher reviews all results
by participant dyads of parent and child in accordance with SCRD reporting guidelines in
behavioral interventions (Tate et al., 2016). The researcher presents the dyad results
chronologically from the initial Clinical Interview and creation of the individualized daily child
measure (IDCM) through the final posttests. To begin, there is an overview of research
participants, followed by individualized child and parent participant results. Each participant
dyad was given pseudonyms for their privacy. The researcher reviewed individual participant
results of the Empathy Reading Project with the parent participants at the end of their study
participation.
Participants
Participants of the Empathy Reading Project were mother and son dyads (N = 4). The
child participants were all male and between three years, two months and four years, six months
of age. The researcher used active and passive recruitment methods at local community
organizations/schools supporting children living with autism spectrum disorder (ASD) (Carlson
et. al 2014) and did not intentionally recruit a diverse sample. Nonetheless, all parents reported
their child identified in one of the racial and/or ethnic minority groups. The diversity in the
research participants of the Empathy Reading Project adds to the diversity of research
participants captured in counseling literature, because research participants in this field are
predominantly White/Caucasian (West et. al., 2016). All the participant families were married,
cisgender, heterosexual couples. Two fathers participated in the initial Clinical Interview; fathers
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of participants two and four wanted to contribute to the IDCM and provide background
information on their sons. The father of participant two shared he hoped the study would support
his son’s conscious development of empathy. The father of participant four stated he thought a
daily routine would help him to intentionally spend quality time with his son. The father of
participant four continued participation in some of the parent meetings and data collection
thereafter. None of the parents identified living with ASD at the initial Clinical Interview. The
researcher created participant profiles for each of the Empathy Reading Project participants.
Individual Participant Dyad Profiles and Results
Participant one: “Eli”
Participant one was given the pseudonym “Eli” to protect his privacy. Eli is male,
multiracial, and three years, four months of age with married parents who earn an upper middleclass income (Bennet et al., 2020). Eli lives with both parents and his two older siblings. Eli was
diagnosed with ASD at twenty-two months by a Pediatric Neurologist. Eli attends an ABA
therapy clinic directed by his mother. Eli does not attend traditional preschool; however, he
attends daycare with his one-to-one ABA therapist, once a week, for half a day of social
engagement. Eli’s mother reported her interest in the Empathy Reading Project was due to being
a helping professional in the field. She wanted to see what, if any, benefits might come from
participating with Eli in bibliotherapy. To protect her identity, the researcher gave Eli’s mother
the pseudonym “Marci.”
Marci reported Eli’s language skills fall primarily into echolalia, meaning Eli repeats
words that are said to him (Marom et. al., 2018; Pruccoli et. al., 2021). The role of echolalia is
well documented in neurotypical children during language development and in ASD there is
growing literature on the positive traits of echoic language as an aspect of atypical
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communication. Atypical language in ASD falls outside traditional exchanges in verbal
sentences yet is meaningful communication between two or more people (Pruccoli et. al., 2021).
Eli’s independent vocabulary is primarily around greetings, play, and routine interactions, with
words like “ball,” and phrases like “thank you.” Marci had an established reading routine with
Eli and wanted to integrate the Empathy Reading Project’s books and questions into their nightly
reading for potential benefits.
In the state of Florida, ABA, occupational, speech, and physical therapies are covered by
insurance for the diagnosis of ASD (NCSL, 2021). As part of the participant background, Marci
shared Eli received approximately 30 hours of ABA therapy per week over the last year. At the
time Marci and Eli joined the Empathy Reading Project (phase A), Eli participated in ABA
therapy for approximately 30 hours a week at the clinic Marci directs. In addition to ABA, Eli
received two hours of occupational and speech therapy respectively each week. All three of these
therapies continued throughout Eli’s participation (phases A-B-A-B) in the Empathy Reading
Project. In addition to these traditional therapies, Eli sees a naturopathic doctor that prescribes
supplements for his diet. When Eli was first diagnosed with ASD, Marci had a series of genetic
tests completed and discovered Eli is heterozygous on the methylenetetrahydrofolate conversion
gene and therefore does not convert 100% of the folic acid he ingests (Scaglione & Panzavolta,
2014). Recognizing that diet can influence health in many ways, Marci has stayed connected to a
naturopathic doctor who supports a gluten free diet and the use of dietary supplements.
During the initial clinical interview, Marci shared she would like to support Eli with
empathy and social skills because she hopes he will one day be able to join a mainstream
classroom. Marci described how Eli shows signs of connection and empathy through touch and
closeness with her and family members. In exploring what questions Eli’s mother wanted for the
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IDCM, Marci selected whether Eli shared, engaged in play with another child, and reacted in the
opposite emotion of the social interaction. Marci identified the motivation for the first two items,
sharing and playing with peers, came from her desire to look at classroom readiness and peer
relationships. The final question came from Marci’s observation that Eli often laughed
incongruently when someone was hurt. When watching cartoons, Eli laughs at a character’s pain
and Eli’s mother did not want this behavior to extend to peers in real life situations.
At the start of the second phase A, an additional question was added to Eli’s IDCM: how
often, if at all, did Eli take another child’s toy? The question on incongruent emotional responses
was not amounting to a meaningful response for Marci because the IDCM report only had two
instances of incongruent emotional expression from baseline through the first bibliotherapy
intervention (phase B). Therefore, only two of 28 days had single events of incongruent
emotional expression. Marci requested the additional question on taking other children’s toys
and the researcher agreed to add the fourth question. The fourth question was added in the
second non-intervention phase (phase A2) with five days remaining, to try and establish an initial
baseline. The change in question is reflective of the adaptability single case research design
(SCRD) offers to meet individual participant needs (Lenz, 2013). Marci referred to herself as a
“data driven person,” and highlighted how hindsight helped her see the need to look at sharing in
the opposite viewpoint: Eli taking another child’s toy.
Eli’s Pretests
The researcher completed Elis’s pretest on the Empathy Scale for Children (ESC; Koksal
Akyol & Aslan, 2014), in person, at the ABA Therapy clinic he attends. During those
interactions, the researcher was able to interact with Eli and observe his verbal and social skills.
Eli is notably close to his mother, as evidenced by his consistent hugs and nearness to her,
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willingness to follow her verbal redirections and attention to Marci’s physical movement around
the clinic. Eli was unable to identify any of the primary emotions: happy, sad, scared, or angry.
Eli could not match any of the pictures to the appropriate emotions. Eli’s mother supported the
ESC delivery by joining the interaction and asking Eli to match the pictures. The field of facial
expressions was reduced from pictures of boys and girls expressing the core emotions to only the
four male expressions at the recommendation of Eli’s one-to-one ABA therapist. Eli’s score on
the ESC was zero. The researcher assured Marci that not having a score on the ESC was
acceptable and not to be concerned because the IDCM would be the primary measure of change
from bibliotherapy and parent support interventions.
Eli’s mother completed the Social Development Scale (SDS) of the Child Development
Inventory (CDI; Ireton, 1992) prior to beginning the intervention (phase B). The scoring manual
for the CDI specifies which of the 40 items on the SDS subscale are expected social interactions
by age in months and years. Based on Eli’s age, seven of the items on the SDS are not
considered age appropriate for neurotypical children, and therefore were removed from the
analysis. On the pretest for the SDS, Eli scored a 12 out of 33 possible points based on his
mother’s report. This score is in the delayed development range when compared to the average
performance of a three-year-old neurotypical peer (Ireton, 1992). However, the purpose is not to
use the SDS score to compare Eli to his peers but to focus on if there are any differences in his
mother’s observational reports of his social skills after each intervention phase.
For the Porter Parental Acceptance Scale (PPAS; Porter, 1954), Marci responded to the
questionnaire about her own experiences as a parent to Eli and the researcher asked Marci to
exclude how she might respond or react to her other children while completing the survey. The
researcher removed the PPAS demographic questions portion because the questions were

120

redundant and/or not relevant to the Empathy Reading Project. Total scores from the PPAS have
the strongest statistical reliability (Spearman Brown total test reliability correlation = .86) and
therefore were the comparison measurement for parent participants (Porter, 1954). Marci’s total
pretest score on the PPAS pretest was 158. The PPAS has numerical ranges for parental
acceptance: from 159-187 is high, from 130 to 157 is middle, and 87-129 is low (Porter, 1954).
Porter’s (1954) original intent was to create a scale that allowed for a continuum of parental
acceptance that parents fall into rather than a binary of acceptance or non-acceptance. Marci is a
highly accepting parent of Eli. The researcher confirmed the results of Marci’s PPAS as
evidenced by her initial presentation in the Clinical Interview and her 20-year background of
working with children living with ASD.
Phase A.
Eli had a seven-day baseline. During that time, Marci responded daily to the researcher’s
text with a Qualtrics link to the IDCM for Eli. Marci reported the number of times Eli (a) shared
with a peer and/or family member, (b) engaged in play with other children, and (c) emotionally
reacted in an opposite manor to what would be situationally appropriate. At the first parent and
researcher meeting, the researcher asked Marci if there was anything different or unique that
occurred during the week and Marci replied there was not. Given the parent-report that the week
represented Eli’s routine behavior and included both school days and weekend time with his
family, there was sufficient evidence of a stable baseline. Eli’s IDCM baseline measurements are
represented in Figures 3, 4, and 5.
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Figure 3 Eli’s Sharing Baseline
Note: The median is 2 (black line). Trendlines (orange) show an initial decrease and then
flattens. The range is zero to four.
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Figure 4 Eli’s Play Baseline
Note: The median is 3 (black line). The trendline (orange) is primarily flat to capture the most
data points. The range is one to five.
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Eli's Incongruent Emotion Baseline
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Figure 5 Eli’s Incongruent Emotion Baseline
Note: The median is 1 (black line). The trendline (orange) is positive and then negative slope.
The range is zero to three.
Phase B
For Eli’s individualized sharing question, the baseline (phase A) median was two. For the
first intervention phase (phase B), sharing increased and the percentage of data points exceeding
the median (PEM; Ma, 2006) was .43 or 43%. A PEM score ranges from zero to one, and a result
of .43 are considered an ineffective intervention result (Ma, 2006). Eli shared toys in a range of
zero to five times a day; and on nine days of 21, he shared greater than the median (n =2).
Overall, the trendline was in an upward direction and the full intervention for the Empathy
Reading Project was not yet completed (phases A-B-A-B). For the results of Eli’s sharing in
phases AB are in Figure 6.
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Eli Sharing Phases AB
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Figure 6 Eli’s Phase AB Sharing Results
Note: The median is 2 (black line). Trendline (orange line) is positive and shows an increase in
sharing behavior.
During the parent meetings, Marci shared examples of increased sharing behavior at
home from Eli’s interactions with older his sister. First, without prompting Eli retrieved his
sister’s iPad and handed it to her for their car ride. Marci reported feeling pleasantly surprised
because Eli had never gotten out his sister’s iPad before; and it is routine that her children can
have screen time in the car. Marci noted how Eli quietly waited for his sister to notice him and
then happily handed the iPad to her. On a different occasion, Eli went to get cereal for snack time
and pulled everything out for his sister to join him. It is worth mentioning, Marci’s participation
in the Empathy Reading Project supported her engagement in noticing Eli’s sharing behaviors
which is consistent with prior research where changes in parent observations of their children can
influence their perception (Bratton & Landreth, 1995; Hicks & Baggerly, 2017). Eli’s cousins
visited and Marci removed a couple toys Eli did not want to share, so the cousins would not fight
over them. The researcher and Marci agreed a little difficulty sharing and the removal of a toy or
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two is an age-appropriate behavior. Overall, Eli shared more often with peers at the ABA clinic
and on the whole through phase B. Marci reported the primary location for play is the ABA
clinic because at home Eli plays more independently.
For the individualized question on the frequency of play with peers, the baseline median
was three. The PEM score in the initial intervention phase (phase B) was .67 or 67% of the data
points exceeding the median. The PEM score indicated a mild or questionable intervention effect
on play by the end of the initial phase B. Eli played in a range of one to eight times a day; and on
13 of 21 days, he played with peers greater than the median (n = 3). For the results of Eli’s play
in phases AB are in Figure 7.
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Figure 7 Eli’s Phase AB Play Results
Note: The median is 3 (black line). Trendline (orange line) is positive and shows an increase in
play.
During the parent meetings, Marci shared weekdays at the ABA clinic presented more
opportunities for Eli to play with others than the weekends, when Eli was at home. When he is at
home, Eli is content to independently play. Marci explained that Eli will play with his toys and
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comes out to see who is coming and going if the doors open and close. The researcher reflected
that Marci’s descriptions of Eli sounds like he feels safe and happy at home.
For incongruent emotion, the baseline (phase A) median was one. During the initial
intervention phase (phase B) the PEM score was .86 or 86% falling below the median which is a
moderate intervention effect (Ma, 2006). Eli had an incongruent emotional expression in a range
of zero to one time per day and never had a day with more than one incident, or greater than the
median from baseline (phase A). There was not much discussion of Eli’s incongruent emotional
responses during weekly parent meetings. Marci shared Eli laughs at cartoons when a character
gets hurt, but not as frequently in real life with his peers. Marci did not see the PEM score as
representing significant change, despite the fewer incongruent responses during phase B. The
researcher supported Marci that laughing when someone is hurt in a cartoon is not atypical; for
example, the classic Looney Toons character Wile E. Coyote is intended to engage the audience
in a humorous response to the character’s errors and resulting injuries as he tries to catch the
Roadrunner (Jones, 1949).

Eli's Incongruent Emotion Results Phases AB
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Figure 8 Eli’s Phase AB Incongruent Emotion Results
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Note: The median is 1 (black line). Trendline (orange line) shows an initial decrease and then
extinguishment of incongruent show of emotion.
Phase A2
Eli returned to phase A for seven days and the positive trendlines continued for sharing.
The median for sharing is two (phase A) and the PEM score in phase A2 increased to .86 or
86%, which is a moderate intervention effect. The range for shairng between two and seven
times a day. Overall, six of the seven days Eli shared more than the median (n = 2). For the
results of phase A2 and Eli’s sharing, see Figure 9.

Eli Sharing Results Phases ABA
8

Number of Incidents

7
6
5
4
3
2
1
0

1

3

5

7

9

11 13 15 17 19 21 23 25 27 29 31 33 35

Days

Figure 9 Eli’s Phase ABA Sharing Results
Note: The median is 2 (black line). Trendlines (orange line) is positive and shows an increase in
sharing.
Similar to sharing, Eli’s play behavior increased in phase A2 and the positive trendline
continued. Eli’s PEM score increased to one or 100%, which is considered a high intervention
effect. This score means Eli played in a range of three to 10 times a day, and more than the
median (n = 3) with a peer all seven days of the return to baseline (phase A2). There was no
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bibliotherapy during phase A2 but Marci did continue the previously established nightly reading
with Eli. For the results of phase A2 and Eli’s play, see Figure 10.

Eli Play Results Phases ABA
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Figure 10 Eli’s Phase ABA Play Results
Note: The median is 2 (black line). Trendline (orange line) is positive and shows increase in
play.
For incongruent emotional responses in phase A2, there were zero incidents reported on
the IDCM. The PEM score for incongruent emotional responses is therefore one or 100% which
is a high intervention effect. Marci reported these findings are not as important to her because Eli
has not shown the behavior with peers, but it does have a positive indication of Eli’s empathy
responses from baseline. For Eli’s results in phase A2 for incongruent emotional responses, see
Figure 11.
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Eli Incongruent Emotional Results Phases ABA
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Figure 11 Eli’s Phase ABA Incongruent Emotion Results
Note: The median is 1 (black line). Trendline (orange line) shows an initial decrease and then
extinguishment of the incongruent display of emotion.
As previously stated, a fourth question for whether Eli took another child’s toy was added
in phase A2 and the median was zero. On a single day, Eli took a peers’ toy two times during the
baseline phase. However, there was no other incident of taking a toy reported during the baseline
(phase A2). Unfortunately, this baseline measurement may not be stable because the data was
collected for only five days. For the initial phase A on Eli taking a peer’s toys, see Figure 12.
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Eli Taking Toys Results Phase A
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Figure 12 Eli’s Phase A Taking a Toy Results
Note: The median is 0 (black line). Trendline (orange) show an initial and then flattens for taking
toys.
During the researcher and parent meetings, Marci shared important details for
understanding the results during phase A2. Marci told the researcher there was a new child at the
ABA Clinic and Eli had become fast friends with this child which had influenced Marci’s IDCM
responses on play and sharing. In addition to the new classmate, Marci said Eli has a favorite toy
he historically does no share and in the last week, a peer in the clinic had started to play with the
toy and Eli had not taken it back. Marci described how Eli had turned to see his peer playing,
paused, and then turned back to his own play without stoping to take the toy back. The
researcher reflected how happy Marci seemed to see Eli’s progress playing and sharing with his
peers.
Posttests in Phase A2
The researcher met with Eli at the ABA Clinic to complete the initial post test for the
ESC (Koksal Akyol & Aslan, 2014). Again, Marci participated in asking Eli questions and the
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matching task was simplified to the four male faces for core emotions: happy, sad, scared, and
angry. Eli scored a zero on the ESC. Neither Marci nor the researcher expected a different
oucome based on the pretest results and Eli’s language delevelopment. Marci repeated the PPAS
(Porter, 1954) and the SDS (Ireton, 1992) measurements. In the same way as the pretest, the
researcher scored the SDS with seven items removed for Eli’s age. Marci’s reponses on the SDS
were positive to 12 of 33 items regarding Eli’s routine social beahviors which is identical to the
pretest total score. Marici’s parent report on the SDS maintained Eli’s results in the delayed
development range when compared to the average performance of a three-year-old neurotypical
peer (Ireton, 1992). On the PPAS, Marci had a slight increase in her total score to 162, thus
Marci remains a highly accepting parent of Eli.
Phase B2
In the second phase B, Eli continued positive gains in sharing behaviors with family
peers. The PEM score for phase B2 was .95 or 95% which is a highly effective intervention
result. Eli shared with a peer in a range of one to eight times a day, and shared more than the
median (n = 2), 20 of 21 days in the final three weeks of the bibliotherapy and parent support
interventions. The PEM score decreased from the second phase A; yet increased from Marci’s
IDCM responses from the intial intervention phase (phase B). For a summary of results for Eli’s
sharing behaviors, see Figure 13.
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Figure 13 Eli’s Phase ABAB Sharing Results
Note: The median is 2 (black line). Trendline (orange line) is positive and shows an increase in
sharing.
During the second phase B parent meetings, Marci shared she continued to observe Eli
sharing more frequently with his sister and cited how Eli will go get a cookie and take one out
for her as well. Eli also had a visit with his cousins and a family trip to Disney World. Marci has
two sisters and one visited with her children. Marci shared her mother lives in the same
neighborhood and the researcher was surprised to hear how close Eli’s grandmother lives for the
first time. The proximity of Marci’s mother places Eli in a more frequent intergenerational
connection with his grandmother, which is shown to have benefits for both parties (Zhang,
2018). The visit with extended family offered increased opportunities for sharing and play
observations.
For play in the second phase B, Eli continued to engage in family and peer play behaviors
more frequently. The PEM score for phase B2 was .9 or 90% which is a highly effective
intervention result. Eli played with a peer in a range of one to eight times a day, and more than
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three times a day on 19 of the final 21 days of the Empathy Reading Project. The PEM score
decreased from the second phase A; yet increased from in the intial intervention phase (phase B).
For a summary of Eli’s play behaviors, see Figure 14.
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Figure 14 Eli’s Phase ABAB Play Results
Note: The median is 2 (black line). Trendlines (orange) is positive shows an increase in play.
In regards to play, the continued friendship with his new peer at the ABA Clinic and the
time Eli spent visiting with his cousins are reflected in Marci’s IDCM responses. As previously
stated, during the visit with his cousins, Eli went to Disney World with the entire family. The
researcher asked Marci how Eli does at Disney World, given the amount of stimilation and
potential for being overwhelmed. Marci explained Eli has been going to Disney World since he
was a baby and does well. Eli played with his cousins throughout the time at Disney and loves
the Dumbo ride. In addition, the mask mandate does not apply to chidlren with special needs and
that keeps Eli from coping with the sensation of wearing a mask for COVID-19 virus protection.
Eli has also asked for time to play in the family’s new pool. Eli loves to be in the pool and the
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construction took eight months, during the pandemic, so he has been waiting and watching the
construction. Marci says Eli asks daily to get in the pool and enjoys swim time.
For incongruent emotional responses in the second phase B, Eli maintained a near
extenguishment of this behavior. In phase B2, Eli had a range of zero to one for his incongruent
emotional responses. The PEM score for phase B2 was .95 or 95% which is a highly effective
intervention result. Eli had a single incongruent emotional response during the final intervention
phase. Intevention research is aimed at improving children’s behaviors and does not expect
outcomes of perfect behavior (Cambric & Agazzi, 2019). Eli improved and sustained
improvement for incongruent emotional responses from the baseline (phase A) throughout the
study. The PEM score decreased from the second phase A2, yet increased from the
initialbaseline (phase A) and intervention (phase B). For a summary of Eli’s incongruent
emotional responses, see Figure 15.
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Figure 15 Eli’s Phase ABAB Incongruent Emotion Results
Note: The median is 1 (black line). Trendline (orange) is negative shows an initial decrease and
then primary extinguishment of incongruent display of emotion.
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The researcher and Marci processed one incident of incongruent emotional response
during the weekly parent meetings in the final intervention phase (phase B2). Marci shared Eli
bumped heads with his sister and she started to cry. Marci was present to intervene, but Eli
laughed at his sister’s being hurt and Marci redirected Eli to be kind. Marci elaborated that Eli
does not always have an awareness of how he impacts others in the physical space. For example,
Eli “dive bombs” Marci on the couch and will jump on top of her in an attempt to be playful, but
without awareness/understanding of how it might feel to Marci. The researcher and Marci
discussed how some lack of body awareness and effect on others is normal for young children
(Fogel, 2011). However, Marci taught the researcher that ASD assessments include evaluation
questions for higher pain thresholds (Autism Treatment Evaluation Checklist [ATEC]; Rimland
& Edelson, 1999). Marci does not want Eli to be at a disadvantage to comprehend his physical
effect on others. Marci agreed the behavior is not a problem now, because Eli is young and small
but he will grow in size and any limitation to Eli’s physical awareness could be a bigger
challenge as Eli ages. Marci recognized Eli’s sister will stay connected to him but a peer might
make a lasting decision based on a single mistaken head bump and incongruent emotional
response.
The fourth quesiton added to the second baseline phase (phase A2), on whether Eli took
another child’s toy, did not yield significant results. In assessing the baseline over five days,
there was only a single day when Eli took another child’s toy which caused the median to be
zero. Therefore, the researcher used percentage of change index, which is a descriptive statistic
that compares the mean number of incidents from one phase of a SCRD study to the next
(Manolov & Salanas, 2017) for effect size analysis. During the second phase B, the percentage of
index change was from baseline which was 20% average to 28%. Specifically, Eli took a child’s

135

toy in a range of one to two, and one time on five days and twice on a single day. The pecentage
of index change indicates there was no intervention effect (Manolov & Salanas, 2017). For the a
summary of whehter Eli took another child’s toy, see Figure 16.
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Figure 16 Eli’s Phase AB Taking a Toy Results
Note: The median is 0 (black line). Trendline (orange) is negative and shows decrease in taking
toys.
Final Posttests
In the final posttests, Eli’s scores did not change. On the ESC, Eli maintained a score of
zero. However, Eli was able to echo happy, sad, and angry from the core emotions with his
mother’s facilitation. Eli also took Marci’s hand to move it for the matching task. Marci
explained Eli taking her hand to complete matching tasks is part of his routine in ABA therapy.
Independently, Eli could not match the photos, yet he did use more echoic language than the
previous two assessments. Marci’s report on the SDS did not change, it remained a 12 of the 33
age-appropriate items. The researcher did not complete a paired t-test for the ESC or SDS
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because there was no change in Eli’s scores. For the PPAS, Marci again scored a total of 162 on
the posttest, which maintains Marci’s placement as a highly accepting parent.
Eli Summary
Eli’s participation in the Empathy Reading Project was measurably successful. During
the first intervention phase, Eli had an ineffective intervention response to sharing (PEM = .43)
and by the completion of Marci and Eli’s participation there was highly effective intervention
response (PEM = .95). For play, Eli showed a mild intervention effect during the first
intervention phase (PEM = .67) and by the end of participation in the Empathy Reading Project
there was highly effective intervention response (PEM =.9). For incongruent emotional
responses, Eli’s initial intervention phase showed a moderate intervention effect (PEM=.86) and
by the end of intervention there was a highly effective intervention outcome (PEM = .95). The
added question on sharing toys had no intervention response in the second phase B (Percentage
index change= .08) and there may not have been a stable baseline because the question was
added to the second phase A and limited to five days of data collection. The current data (phases
A2B2) on Eli taking a peer’s toys would be a stable baseline to further investigate the impact of
the bibliotherapy and parent interventions on Eli’s behavior. Marci’s consistency in overall
scores on the SDS (12 of 33) and PPAS (158 to 162) are evidence of her parental, personal, and
relational consistency and integrity. Marci completed the measurements weeks apart, nonetheless
she sees and experiences herself and Eli with consistency.
Participant two: “Ian”
Participant two was given the pseudonym “Ian” to protect his privacy. Ian is a White
male of Hispanic, Latino, or Spanish origin; he is three years, ten months of age with married
parents who earn a middle-class income (Bennet et al, 2020). Ian lives with both parents and his
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paternal grandmother and uncle. There are no other children or siblings in the home. Ian was
diagnosed with “high functioning autism” at two years old, per his parent’s report in the Clinical
Interview. Ian attends a preschool the researcher corresponded with directly during the
recruitment phase of the Empathy Reading Project and his mom became aware of the research
opportunity when interacting with the preschool’s staff. Ian does not have an individualized
education plan (IEP) but does have learning accommodations at his preschool. For the purposes
of her privacy, Ian’s mother was given the pseudonym “Maribel.” Maribel shared she receives a
daily report from the preschool teachers on Ian’s behaviors and classroom participation. As part
of the participant background, Maribel shared Ian received approximately 26 hours of ABA
therapy a week over the last year. During the Empathy Reading Project (phases A-B-A-B), Ian
continued with ABA therapy 26 hours per week until he stopped in the final intervention phase
(phase B2); and he participated in speech therapy for 30 minutes each week and occupational
therapy two hours per week throughout the duration of the study. Ian’s outside therapeutic
services totaled 28.5 hours per week in phases A-B-A and reduced to two hours of occupational
therapy in the final intervention phase (phase B2).
During the initial clinical interview, Ian’s mom and dad reported he is already able to
read some books at home and that sparked their interest in participation in the Empathy Reading
Project. The family already had/has a nightly reading routine. Ian’s parents described him as
highly verbal and functioning above grade level in academic tasks like reading; yet Ian struggles
with being socially attuned to his peers and can be intrusive and aggressive at times. Both
parents reported they hoped participation in the study would help them focus on Ian’s social
development at home and support Ian becoming more empathetic to those around him. When the
researcher built the IDCM with Ian’s parents, they decided to focus on how often Ian hit,
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slapped, and/or kicked a peer, whether he was able to follow verbal redirection, and if he shared
with peers/others.
Ian’s Pretests
The researcher completed Ian’s pretest on the ESC (Koksal Akyol & Aslan, 2014) in
person at the University of Central Florida (UCF) Community Counseling and Research Center
(CCRC). The researcher was able to interact with Ian and verify the parents’ reports of Ian’s
verbal skills and impulsivity. Ian attempted to enter all the rooms in the clinic by pushing on the
doors. The researcher verbally acknowledged Ian’s exploration of his physical boundaries and
did not interrupt his process of looking around and becoming familiar with the CCRC. For Ian,
the CCRC was a new space, and the researcher was an unknown person. The researcher
supported Maribel to not worry about Ian’s exploring the CCRC, because there was no one else
in therapy sessions at the time of the pretest. Maribel and the researcher provided time for Ian to
get accustomed to his new surroundings. The researcher observed that in less than 10 minutes,
Ian started to use the researcher’s name, shared a little bit about his day at school, and his plans
with his mom for the afternoon. Maribel helped to redirect Ian to the ESC, once he appeared
more comfortable. Ian successfully named all the emotional states: happy, sad, scared, and angry.
Ian appropriately identified six of the 12 emotional states in the visual matching task on the ESC.
It is noteworthy that happy or sad were the only emotions Ian could match during the pretest.
Ian’s score on the ESC represents Ian’s individual performance, and the researcher will retest to
see if any gains in the matching emotions task occur after participation in the Empathy Reading
Project.
Ian’s mother completed the SDS of the CDI (Ireton, 1992) and the PPAS (Porter, 1954)
prior to beginning the intervention. The scoring manual for the CDI specifies which of the 40
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items on the SDS subscale are expected social interactions by age in months and years. Based on
Ian’s age, three of the items on the SDS are not age appropriate for neurotypical children and
therefore were removed by the researcher from the analysis. On the pretest for the SDS, Ian
scored a 37 out of 37 possible points based on his mother’s report. This score places Ian
equivalent to his neurotypical peers for social development on the SDS of CDI (Ireton, 1992).
On the PPAS, Maribel had a total score of 151. This score places Maribel in the PPAS category
as a moderately accepting parent (range 120-157; Porter, 1954).
Ian’s Baseline Data
Ian had a 10-day baseline. During that time, Maribel responded daily to the researcher’s
text with a Qualtrics link to the IDCM for Ian. Maribel reported the number of times Ian (a)
hit/slapped/kicked peers/others, (b) did not follow verbal redirection, and (c) shared with a
peer/others. At the first parent meeting, the researcher asked Maribel about a notable difference
in weekend numbers. Maribel reported the increase in the number of times Ian shared reflected a
game the family had played on the weekend. The researcher asked Maribel to continue the
baseline assessment for a second weekend, to verify the difference in reports reflected in the
increased time Maribel had with Ian and Maribel agreed. In the following week, the additional
time demonstrated the difference in reports on the weekends were similar. Therefore, given the
parent-report that the week/weekends represented Ian’s routine behavior, there was sufficient
evidence of a stable baseline. Ian’s IDCM baseline measurements are represented in Figures 17,
18, and 19.
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Figure 17 Ian’s Hit/Slap/Kick Baseline
Note: The median is 0 (black line). The trendline (orange line) is positive. The range is zero to
five.
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Figure 18 Ian’s Verbal Redirection Baseline
Note: The median is 2 (black line). The trendline (orange line) is positive. The range is zero to
six.
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Figure 19 Ian’s Sharing Baseline
Note: The median is 4 (black line). Trendline (orange line) is positive and then negatively slopes
towards the median. The range is one to 10.
Phase B
For Ian’s individualized question on whether he hit/slap/kick someone, there was an
increase in phase B. The median for whether Ian hit/slap/kicked peers/others was zero during
baseline (phase A). Therefore, the researcher used percentage change index, a descriptive
statistic that compares the average of two phase (Manolov & Solanas, 2017) instead of PEM to
assess differences in phases A and B. In phase A, Ian had an average of engagement in a
hit/slap/kick behavior 40% of 10 days. In phase B, Ian increased to engaging in a hit/slap/kick
behavior 47% of the 21 days. This increase of 7% does not indicate an intervention effect from
bibliotherapy and parent support. Ian hit/slap/kicked someone in a range of zero to five times per
day and had at least one incident of hit/slap/kick behavior on 10 of the 21 days. For a summary
of Ian’s hit/slap/kick behaviors in phase B, see Figure 20.

142

Ian's Hit/Slap/Kick Phases AB
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Figure 20 Ian’s Phase AB Hit/Slap/Kick Results
Note: The median is 0 (black line). Trendline (orange line) is positive, showing an increase in
hit/slap/kick behavior.
During the parent meetings, Maribel did not report there was anything different about
Ian’s behavior. At the end of the baseline phase, there was an increase in Ian’s hit/slap/kick
behavior and the positive trend continued into phase B. Ian’s highest incidents of hit/slap/kick
behavior are reported on the weekends. Maribel said Ian was having “good days” at school
which the researcher interpreted as a relief to Maribel as evidenced by her smile, body language,
and tone of voice.
For Ian’s individualized question on verbal redirection, the question was phrased in the
negative and Maribel reported how often Ian was unable to follow verbal redirection. The
median of how often Ian did not follow redirection was two during baseline (phase A). In phase
B, the PEM was calculated by assessing how many days Ian had less than two instances of being
unable to follow verbal redirection. The PEM in phase B was .14 or 14%. This percentage
indicates there was no intervention effect (Ma, 2006); in other words, Ian had an increased need
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for verbal redirection Ian did not follow verbal redirection in a range of one to 10 times per day;
and he exceeded the median (n = 2) on 16 of 21 days. For a summary of Ian’s verbal redirection
in phase B, see Figure 21.
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Figure 21 Ian’s Phase AB Verbal Redirection Results
Note: The median is 2 (black line). The trendline (orange line) is positive, indicating no
intervention effect for being unable to follow verbal redirection.
During parent meetings in phase B, Maribel shared Ian had a new behavior of
elopement, and the ABA therapist was working with Ian to understand the motivation. Ian was at
a birthday party and “took off down the road,” before Maribel realized what had happened.
Maribel shared that she was scared because Ian did not have a history of running off. Maribel
reported that in the past holding Ian’s hand was enough to keep him close by and lately she
found herself squeezing Ian’s hand for fear he would run off again. The researcher validated
Maribel’s concern for Ian’s safety and focused on tools to verbally redirect Ian with childcentered language (Meany-Walen et al., 2016).
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Maribel and the researcher discussed the family dynamics around parenting Ian, in an
intergenerational home, specifically when Ian does not follow directions. Maribel said that
labeling Ian “autistic” and working with professional providers “is an (familial) evolution.”
Maribel’s brother-in-law, who lives in the home, lives with ASD and has never received
treatment. Maribel says her own mother is “embarrassed for me,” when Ian does not follow
directions. The researcher emphasized how much has changed since her brother-in-law was a
child (Makrygianni et al., 2018) and how valuable it is that Maribel and her husband are ensuring
Ian has the therapeutic interventions available to him. Maribel disclosed that she had stopped
Ian’s speech therapy because she believed Ian had gotten all the benefits he could receive from
the therapy. In addition, Maribel said she wanted to reduce the total amount of time Ian spends in
therapy. Maribel said she was looking forward to one less item on the weekly schedule, because
the therapies Ian participates in require a great deal of the family’s time.
For sharing, the baseline median was four. During phase B, there was an increase in
sharing. Ian’s trendline results for sharing can be deceiving because the weekends have much
higher numbers (i.e., 10), when Maribel is spending more time with Ian. The PEM score for
sharing in phase B was .76 or 76% above the median (n = 4). These results show a moderate
intervention effect of sharing in phase B (Ma, 2006). Ian shared in a range of three to 10 times
per day; and on 16 of 21 days, he shared more than the baseline of four times a day. For a
summary of Ian’s sharing results during phases AB, see Figure 22.
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Figure 22 Ian’s Phases AB Sharing Results
Note: The median is 4 (black line). Trendline (orange line) is positive, showing an increase in
sharing.
During the parent meetings, Maribel shared Ian was having good days at school. Maribel
was pleased to report Ian was invited to a lot of his classmates’ birthday parties and there was no
observable difference in how Ian interacted with his peers at the social gatherings. This inclusion
was a positive thing to report from Maribel perspective, as evidenced by her smile, tone of voice,
and inflection when she shared how well Ian participates in group events and her desire for him
to have friends. In regard to the family, Maribel told the researcher she was pregnant before the
end of phase B. This child will be Maribel and her husband’s second baby. Last November, Ian
asked for a sibling by placing both his hands on Maribel’s face and specifically asking that he
have a sister during their family’s Thanksgiving gathering. The researcher congratulated Maribel
on the family’s new addition. Maribel said she and her husband want Ian to have a sibling in life.
Maribel started talking with Ian about being a big brother during phase B.
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Phase A2
Ian returned to phase A for 10 days. For the hit/slap/kick question, Ian had an equivalent
number of incidents as the initial baseline: four. There was no percentage of index change
(Manolov & Solanas, 2017) from phase A, and a decrease of 7% from the first intervention phase
(phase B). The decrease from phase B is an improvement but does not indicate an intervention
effect. Ian hit/slap/kicked someone between zero and 10 times per day; and he engaged in his
behavior four of 10 days. The two phases A are equal in the number of incidents where Ian hit
someone, but with a much higher rate of incident on the days he hit in phase (A2). Maribel
reported the high days are incidents of hitting at home associated with frustration that comes out
as a fit of emotion. Ian is too small to hurt someone and feels remorseful afterwards, per Maribel.
For a summary of Ian’s hit/slap/kick results for phases ABA, see Figure 23.
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Figure 23 Ian’s Phase ABA Hit/Slap/Kick Results
Note: The median is zero (black line). Trendline (orange) is positive, showing an increase in
hit/slap/kick behavior on two days.
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For the verbal redirection question, the baseline median was two. During phase A2, Ian
had an equivalent number of incidents as the initial baseline. The PEM score for phase A2 is .3
or 30% which indicates no intervention effect (Ma, 2006). Ian did not follow verbal redirection
in a range of zero to 10 times per day; and he exceeded the median (n = 2) on four of 10 days. As
stated before, the verbal redirection question was asked in the negative and ideally the graph
would show daily data for fewer than the median score from baseline (phase A). For a summary
of Ian’s verbal redirection results for phases ABA, see Figure 24.
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Figure 24 Ian’s Phase ABA Verbal Redirection Results
Note: The median is 2 (black line). Trendline (orange) is positive, showing an increase in being
unable to follow verbal redirection.
For the question on sharing, the baseline (phase A) median was four. During phase A2,
the positive trend for sharing continued. The PEM score for phase A2 was .9 or 90% exceeding
the median. This score indicates a high intervention effect and an increase from baseline (phase
A) and the initial intervention phase (phase B) (Ma, 2006). Ian shared in a range of three and 10
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times a day and exceeded the median (n = 4) four of 10 days. For a summary of Ian’s sharing
results for phases ABA, see Figure 25.
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Figure 25 Ian’s Phase ABA Sharing Results
Note: The median is four (black line). The trendline (orange line) is positive, showing an
increase in sharing.
During the parent meetings, Maribel and the researcher met for an extended time to
discuss the events over the previous 10 days. Maribel shared she was working with a behavioral
chart, at home, to help Ian earn positive rewards for good behavior. The behavioral chart is
supported by the ABA therapist and this week there was an incident at school where Ian hit a
female peer. So, Maribel put Ian’s birthday invitation on the behavioral chart to exemplify that
the party was a reward and hitting someone again could result in losing the birthday party.
The researcher inquired about what happened during the hitting incident at school and
Maribel described a series of events around the children using the bathroom to wash their hands
before Ian hit his female classmate. Maribel had watched the incident on the preschools
electronic observation system and was troubled by what she saw at school, replaying the incident
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in her mind “all weekend.” Maribel reported another child in the class, who also lives with ASD,
once broke the toilet lid which an incident she heard about from the ABA therapist that works
with Ian, because the therapist believes there is an overwhelming sensory experience in the
bathroom for the children living with ASD that he suspects relates to the design of the
entrance/exit. Maribel processed with the researcher her own speculation that the aggression was
because Ian wanted to be first and the fixation on being first is something that has been socially
problematic for Ian. Maribel took time with Ian to practice techniques they already use to process
the hitting incident, such as using “gentle hands,” making a clasp with his hands to help stop the
hitting behavior, and she went over the events in the classroom with him one-on-one. Maribel
said Ian was upset once she explained to him how he hurt his classmate.
The researcher supported Maribel to consider talking about the bathroom access with the
preschool teachers and team, to share her insights and see what, if anything, could be done. The
researcher and Maribel brainstormed ways to approach the conversation without being defensive
or blaming, because Maribel wants a positive relationship with the school. The researcher and
Maribel processed the severity of the behavior with the severity of the punishment: the threat of
and/or taking away Ian’s birthday party. The researcher validated Maribel that the assumption
that Ian could and should have stopped himself is not wrong and offered there are moments of
impulsive behavior in children, neurotypical and those living with ASD. Based on Maribel’s
overall goal for Ian, the researcher encouraged Maribel to have the party and enjoy the time with
Ian, their family, and friends. Maribel seemed to receive this feedback with some relief, as
evidence by her stating she does not want to take the birthday party away.
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Posttests in Phase A2
The researcher met with Ian at the CCRC to complete the initial posttest for the ESC
(Koksal Akyol & Aslan, 2014). Ian appeared more comfortable in the CCRC as evidenced by his
greeting of the researcher, checking the doors fewer times, and settling into the office space
quickly. Again, Maribel supported Ian’s participation in the ESC by redirecting his behavior to
the task. Ian was able to identify all four core emotions: happy, sad, scared, and angry. Ian
answered five of the 12 visual questions correctly. Again, Ian could only identify happy and sad
when asked to complete the visual matching task on the ESC. Ian’s primary response to all of the
visuals was “happy.” Maribel responded to the PPAS (Porter, 1954) and the SDS (Ireton, 1992)
measurements again as posttests. The researcher scored the SDS with three items removed for
Ian’s age. Maribel’s reponses on the SDS were positive to 39 of 40 total items which exceeds the
measurements’ standards for social behavior norms in children Ian’s age (Ireton, 1992).
Maribel’s responses maintain his high outcome on the SDS, with an increase of two items from
the pretest. On the PPAS, Maribel had the exact same total score of 151, which maintains her
placement in the category of moderately accepting (Porter, 1954).
Phase B2
In the second phase B, Ian had a percentage of index change (Manolov & Solanas, 2017)
of .38 or 38%, which is 8% more than phase A2, 4% less than phase B1, and 2% less than phase
A1. This result does not indicate an intervention effect for Ian’s hit/slap/kick behavior (Manolov
& Solanas, 2017). The end score is less than the initial baseline (phase A) which is positive and
the baseline median for hit/slap/kick behavior was zero. Ian hit/slapped/kicked someone in a
range of zero to two times per day and he engaged in this behavior for eight of 21 days. It is
noteworthy that the total number of time Ian hit someone in a day was lower than three in phase
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B and 10 in phase A2. The decrease in the total number of times Ian hit someone on the days he
did engage in a hit/slap/kick behavior is an improvement from the high incidents on the days he
hit in phase A2. For a summary of Ian’s hit/slap/kick behavior, see Figure 26.
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Figure 26 Ian’s Phase ABAB Hit/Slap/Kick Results
Note: The median is zero (black line). The trendline (orange line) shows an upward direction
until end of the second phase A, then the trendline begins to show a consistent decrease in
hit/slap/kick behaviors.
During the parent meetings, Maribel shared postive progress in Ian’s classroom
placement at his preschool. Initially, Ian was retained in the classroom for two and three year old
students; Ian turned four during his participation in the Emapthy Reading Project. Maribel was
concerned being in the younger classroom would cause Ian to engage in regressive behaviors.
Maribel called and spoke to the researcher about talking to the school regarding Ian’s classroom
placement. The researcher recommended she ask what the school needed to observe from Ian to
promote him to the four year old class. In collaboration with the preschool, Maribel created a
plan to allow Ian to attend recess with the four year old class. For the last two weeks of the
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Emapthy Reading Project, Ian was promoted to the four year old classroom full-time. Maribel
identified feeling relieved Ian was with his peers again. Maribel shared she was concerned that
not having class with his usual peers would negatively affect Ian’s self-esteem. The researcher
reflected what a strong advocate Maribel is/was for her son and his educational progress. The
new classroom teacher actively collaborated with Maribel to use a weighted vest and/or a teddy
bear during circle time to help Ian remain seated. In addition, Ian struggled with the class’
transition to time in the school’s garden. So, Maribel suggested the teacher and/or staff verbally
outline the events beforehand so Ian had clear expectations of what would happen and a better
chance of remaning on task. Maribel said she was told by a previous behavioral therapist Ian
may have Attention Deficit Hyperactivity Disorder (ADHD). The researcher provided Maribel
literature on the differential diagnosis for ADHD and ASD, so she could learn more about how
these two issues may appear in Ian’s observable behaviors and recommended an evaluation.
For the verbal redirection question, the baseline (phase A) median was two. During phase
B2, Ian had an improvement in being able to follow verbal redirection. The PEM score for phase
B2 was .43 or 43% which indicates no intervention effect (Ma, 2006), yet is an improvement
from phases B1 and A2. Ian was unable to follow verbal redirection in a range of zero to four
times per day and exceeded the median (n = 2) on eight of 21 days. As stated before, the verbal
redirection question was asked in the negative and ideally the graph would show daily data for
fewer than the median score (n = 2) from baseline. For a summary of Ian’s verbal redirection
results, see Figure 27.
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Figure 27 Ian’s Phase ABAB Verbal Redirection Results
Note: The median is 2 (black line). The trendline (orange line) shows an initial increase,
followed by a sharp decreae closer to the baseline.
During the parent meetings, Maribel shared that she discontinued ABA therapy partially
through phase B2. The school approached Maribel before Ian’s classroom change about his ABA
therapist and tension between the therapist and classroom teacher. Maribel reported Ian had been
reluctant to get out of the car when they arrived at school some days and she questioned if he
was unconsciously aware of the tension between the therapist and teacher. Next, Ian asked not to
see the therapist, so Maribel called the provider and said they planned to take a break for the
summer and would call back. Once Ian started to play with the four year old class at recess, he
made requests to be in the other teacher’s class fulltime on the way to school. Maribel reported
she was relieved when he was promoted full time to the four year old classroom and felt like the
communication from the new teacher was helping Ian to have improved behavior in the
classroom. Maribel did not plan to re-engage in ABA therapy if Ian continued to have good
behavior in the classroom.

154

For Ian’s sharing behavior, the baseline (phase A) median was four. In phase B2 there
was a PEM score of 1 or 100%. The results of phase B2 indicate a high intervention effect (Ma,
2006). Ian shared in a range of five to ten times per day for each day of the final intervention
phase; therefore, he shared above his baseline median (n = 4) throughout the final phase of the
Empathy Reading Project. For a summary of Ian’s sharing behavior results, see Figure 28.
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Figure 28 Ian’s Phase ABAB Sharing Results
Note: The median is four (black line). Trendline (orange line) is positive showing an increase in
shairng behavior.
During the parent meetings, Maribel shared Ian’s grandfather was in town and Ian had an
excellent visit with the extended family. Maribel said they all went to a villa and Ian was walking
around saying, “I love all my people.” Maribel was happy to report Ian slept well, ate well, and
adjusted to staying away from home with the comforts Maribel packed for him: his white noise
maker, books, trains, and a few favorite toys. Maribel also explained Ian’s paternal uncle, who
lives with ASD, had moved out of the home. Maribel and her husband will continue to support
her mother in law, who requires day to day support due to her age and health. Maribel’s mother
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in law has renal issues and requires dialysis, and support for medical appointments; and Maribel
helps to care for her daily. Maribel and her family were also preparing for the new baby to have a
room. Maribel said Ian asked for his uncle and she expected the adjustment to his uncle’s move
would take a couple weeks. Maribel said she is looking forward to the summer with Ian’s new
classroom assignment, the break from ABA and speech therapy, and the time to focus on other
things like getting Ian swim lessons at the YMCA.
Final Posttests
In the final posttests, Ian’s scores were maintained and improved. On the ESC, Ian
continued to be able to label all four core emotinal states correctly: happy, sad, angry, and
scared. Ian correctly responded to seven if the 12 visual test items and continued to only reply to
all visual matching images with happy and/or sad. Maribel’s report on the SDS continued to
improve and she reported a positive response to all 40 test items which was an increase from 37
on the pretest. The total score of 40 on the SDS places Ian above what is expected for a
neurotypical child of his age (Ireton, 1992). For the PPAS, Maribel scored slightly higher with a
total score of 156, which maintains her classification as a moderately accepting parent and is not
a clinically significant change.
Ian Summary
Ian’s participation in the Empathy Reading Project had mixed results. The median for
hit/slap/kick was zero (phase A); therefore, the researcher used the percentage change index, a
descriptive statistic that compares the average of two phase (Manolov & Solanas, 2017) to
analyze Ian’s hit/slap/kick behaviors. The baseline for hit/slap/kick was an average of 40% of the
days. By the end of Ian’s participation in the Empathy Reading Project, the percentage of index
change was .02 or 2%, because Ian had an average of hit/slap/kick behaviors 38% in phase B2.
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The IDCM results for hit/slap/kick do not indicate an intervention effect. For accepting verbal
redirection, Ian did not have a significant intervention effect in the initial phase of intervention
(PEM =.14), nor the final phase (PEM = .43). Like the IDCM responses for hit/slap/kick, there
was a reduction in being unable to follow verbal redirection by the end of Ian’s participation in
the Empathy Reading Project, but not one that meets criteria for an intervention effect. For
sharing, Ian had positive results across all phases of the study, with a moderate intervention
effect in the initial intervention (PEM = .76) and a 100% improvement for sharing (PEM = 1) by
the end of his participation. Maribel’s consistency in overall scores on the SDS (37 increased to
40) and PPAS (151 increased to 156) are evidence of her parental, personal, and relational
consistency and integrity. Maribel completed the posttest measurements weeks apart, nonetheless
she sees and experiences herself and Ian with consistency.
Participant three: “Aaron”
Participant three was given the pseudonym “Aaron” to protect his privacy. Aaron is a
male, multiracial, and of Hispanic, Latino, or Spanish origin; he is three years, eight months of
age, lives with his married parents who earn an upper middle-class income and his maternal aunt
(Bennet et al., 2020). Aaron is an only child and there are no other children in the home. Aaron
was first diagnosed with ASD at age three. Aaron attends a school specializing in education for
children living with ASD and has an IEP. Aaron’s mother became aware of the Empathy
Reading Project through a local Facebook group that posts information for parents with children
living with ASD. Aaron’s mother was given the pseudonym “Elizabeth” to protect her privacy.
Elizabeth reported her interest in participating in the Empathy Reading Project came from being
directed by Aaron’s ABA therapist to incorporate reading books on peer and social interactions
at home. Aaron’s ABA therapist’s recommendation was part of a broader discussion with

157

Elizabeth to consider a new school when Aaron starts kindergarten. Aaron’s verbal skills exceed
his peers at the specialized ASD school he attends because he has a larger vocabulary and
engages with words and full sentences during conversations. Elizabeth said she is identifying
other schools for kindergarten, so Aaron can have increased communication with peers. No
change in school occurred during Aaron’s participation in the Empathy Reading Project. Aaron
had ABA therapy approximately 26 hours a week in the last 12 months. Aaron received ABA
therapy at school for 26 hours a week throughout his participation in the Empathy Reading
Project. Aaron has an outside provider for occupational therapy two hours per week and a half
hour of speech therapy per week. Therefore, for the duration of the Empathy Reading Project,
Aaron received a total of 28.5 hours of therapeutic services per week.
During the initial Clinical Interview, Elizabeth expressed that Aaron can be impulsive
and “elopes,” meaning he runs off/away in public and from home and school. Aaron’s mother
and father have locks on the doors in the home to keep Aaron from running out of the house.
Elizabeth shared Aaron has greatly increased his language skills with the help of the school
interventions and combined therapies, but still struggles with expressing himself at times. For
example, Aaron will take his father’s hand and pull him towards the pantry when he wants a
snack but not make any verbal requests for help. Aaron lives in a bilingual home and sometimes
will resist speaking anything other than English when he is being addressed. Elizabeth reported
when Aaron is frustrated and/or overwhelmed he will hit to express his emotions. Elizabeth
hoped participation in the Empathy Reading Project would add books to their personal, home
library that support Aaron learning emotions, stating his wants/needs, and reduce hitting.
Elizabeth and Aaron had/have an established nightly reading routine. For the IDCM, Elizabeth
focused on whether Aaron hit/slapped/kicked someone, displayed a tantrum like behavior, and
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destroyed property for his three individualized questions. Elizabeth identified these behaviors are
most concerning to her when she considers Aaron attending a new school.
Aaron’s Pretests
The researcher completed Aaron’s pretest on the ESC (Koksal Akyol & Aslan, 2014) at
the community gathering area of the apartment complex where the family lives. The researcher
was able to interact with Aaron and verify Elizabeth’s reports of Aaron’s verbal skills and
elopement risks. More than once, Elizabeth had to take Aaron’s hands and/or hold him, and he
successfully took off down the sidewalk at one time during the meeting. The researcher
supported Elizabeth and encouraged her not be embarrassed about Aaron’s elopement behaviors
because the in-person meeting was an opportunity for the researcher to observe. Aaron made
appropriate eye contact and was playful when interacting with his mother and the researcher.
Elizabeth helped to redirect Aaron to the ESC and aided the researcher in eliciting his responses.
Aaron successfully named three of the emotional states: happy, sad, and angry. Aaron identified
scared as angry. Aaron was able to appropriately identify six of the 12 emotional states in the
visual matching tasks on the ESC. This score represents Aaron’s individual performance, and the
researcher will retest to see if there are gains in Aaron’s ability to correctly identify emotions and
match emotions with visual images after his participation in the Empathy Reading Project.
Aaron’s mother completed the SDS of the CDI (Ireton, 1992) and PPAS (Porter, 1954)
prior to beginning the intervention (phase B). The scoring manual for the CDI specifies which of
the 40 items on the SDS subscale are expected social interactions by age in months and years.
Based on Aaron’s age, the researcher removed five of the items on the SDS that are not age
appropriate for neurotypical children from the analysis. On the pretest for the SDS, Aaron scored
a 25 out of 35 possible points based on his mother’s report. This score is in the borderline
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development range when compared to the average performance of a three-year-old neurotypical
peer (Ireton, 1992). However, the purpose is not to use the SDS score to compare Aaron to his
peers but focus on if there are any differences in his mother’s observational reports of his social
skills after each intervention phase. On the PPAS, Elizabeth had a total score of 159. This score
places Elizabeth in the PPAS category as a highly accepting parent (range 159-187; Porter,
1954).
Aaron’s Baseline Data
Aaron had a seven-day baseline. During that time, Elizabeth responded daily to the
researcher’s text with a Qualtrics link to the IDCM for Aaron. Elizabeth reported the number of
times Aaron (a) hit/slapped/kicked a peer and/or family member, (b) engaged in tantrum like
behaviors, and (c) destroyed property. At the first parent meeting, the researcher asked Elizabeth
if there was anything different or unique that occurred during the week and Elizabeth replied
there was not. Given the parent-report that the week/weekend represented Aaron’s routine
behavior and included both school days and weekend time with his family, there was sufficient
evidence of a stable baseline. Aaron’s IDCM baseline measurements are represented in Figures
29, 20, and 31.
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Figure 29 Aaron’s Hit/Slap/Kick Baseline
Note: The baseline median (black line) was 0. Trendline (orange line) is positive. The baseline
range was zero to two.
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Figure 30 Aaron’s Tantrum Behavior Baseline
Note: The median (black like) was 2. Trendline (orange line) was first negative and then
positive. The baseline range was one to five.
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Figure 31 Aaron’s Property Destruction Baseline
Note: The median (black line) was 1. Trendline (orange line) is positive. The baseline range is
zero to three.
Phase B
For Aaron’s individualized question on whether he hit/slap/kick someone, there was an
increase in phase B. The median for whether Aaron hit/slap/kicked peers/others was zero during
baseline (phase A). Therefore, the researcher used percentage change index, a descriptive
statistic that compares the average of two phase (Manolov & Solanas, 2017), instead of PEM to
assess differences in phases A and B. In phase A, Aaron had an average of engaging in a
hit/slap/kick behavior 43% of seven-day baseline. In phase B, Aaron increased to engaging in a
hit/slap/kick behavior 50% of the 21 days. Aaron hit/slapped/kicked peer/others in a range of
zero to three times per day and hit someone at least once on 14 of 21 days. This percentage does
not indicate an intervention effect from bibliotherapy and parent support. For a summary of
Aaron’s hit/slap/kick behaviors in phase B, see Figure 32.
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Figure 32 Aaron’s Phase AB Hit/Slap/Kick Results
Note: The baseline median (black line) was 0. Trendline (orange line) is positive showing an
increase in hit/slap/kick behavior.
During phase B, Elizabeth was unable to make one of the scheduled parent meetings
because it was Spring Break and Aaron was home full time. Elizabeth shared she had planned
the week to stay busy at local entertainment venues, like the science museum, zoo, and apartment
community pool. Elizabeth said if she and Aaron stayed home, there was an increased likelihood
he would engage in repetitive and impulsive behaviors because of the lack of stimulation.
Elizabeth shared one ABA therapist told her that he could not tell if Aaron had ADHD or ASD
and recommended an evaluation. Elizabeth affirmed that Aaron does not sit still well and is
impulsive. On a positive note, Elizabeth has used a child protective harness and leash to prevent
elopement during public outings with Aaron and she did not use it once during Spring Break and
Aaron never attempted to elope.
For Aaron’s individualized on tantrum behaviors, Aaron’s had an increase in behaviors in
phase B. The baseline (phase A) median for tantrum behaviors was four. During phase B, the
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PEM score was .52 or 52% of the data points falling below the median (n = 4). Because the goal
is to decrease Aaron’s tantrum behaviors the goal is to see an increased number of tantrums
below the median. The phase B PEM score indicates a mild or questionable intervention effect
on tantrum behaviors (Ma, 2006). Aaron had tantrum behaviors in a range of zero to five times
per day and exceeded the median (n = 4) on eight of 21 days. For a summary of Aaron’s tantrum
behaviors in phase AB, see Figure 33.
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Figure 33 Aaron’s Phase AB Tantrum Results
Note: The median (black line) was 1. Trendline (orange line) is slightly negative showing a
decrease in tantrum behaviors. The baseline median (black line) was 0. Trendline (orange line) is
positive showing an increase in hit/slap/kick behavior.
During the parent meetings, Elizabeth provided feedback on bibliotherapy and said, “The
books are too basic for him (Aaron).” Specifically, the Panda Panda Love, Be Kind Be Brave Be
You! and Okay Book are too simple for Aaron and did not interest him. Elizabeth said Aaron
likes the Mirror & Me Feelings book but does not participate in practicing the “negative
emotions.” Elizabeth reported that Aaron cannot discern sad from disappointment, confusion,
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and other emotions in that negative range. Elizabeth continued by stating her fear that Aaron will
scribble in the No Hitting book and the books provided for the study in general. The researcher
interpreted Elizabeth’s fear to mean, that when Aaron is not interested in a book, he will
entertain himself by coloring on the pages. Elizabeth said the bibliotherapy questions that began
with “What” or “When” were too sophisticated for Aaron. Elizabeth shared books that Aaron is
presently enjoying during their nightly reading routine and elaborated on what books she
believes have been helpful to Aaron in their children's book library at home. The researcher
thanked Elizabeth for the feedback and highlighted how Elizabeth’s willingness to share what
was/was not helpful would inform future research studies.
For destruction of property, the baseline (phase A) median was one. The PEM score for
destruction of property in phase B was .24 or 24%. The results show no intervention effect of
destruction of property in phase B. During baseline, Aaron destroyed property in a range of one
to three times, four of the seven days and during phase B Aaron destroyed property one to four
times on 15 of the 21 days. There were five days out of 21 of no property destruction during
phase B. For a summary of Aaron’s property destruction behaviors in phase B, see Figure 34.
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Figure 34 Aaron’s Phase AB Property Destruction Results
Note: The median (black line) was 1. The trendline (orange line) is positive showing an increase
in property destruction.
During parent meetings, Elizabeth shared Aaron was having “good days” at school,
meaning he participated in class without incident, was able to follow directions, and engaged in
healthy social interactions; yet he had periodic outbursts at home. During the final week of phase
B, Elizabeth and Aaron’s dad took a vacation and Aaron’s maternal aunt that lives with the
family provided all the data points. The researcher was unaware that Aaron’s aunt lived in the
home until week three to four of participation, when Elizabeth shared she was going on vacation.
During the vacation week Aaron stayed with his aunt and her partner in the family’s apartment
home. Aaron’s aunt agreed to respond to IDCM via email correspondence with the researcher.
The change in who responded to the research questions may account for changes in the IDCM
results. Additionally, Elizabeth and her husband faced flight cancellations and delays on their
return home which resulted in a longer trip than expected.
Phase A2
Aaron was scheduled to return to phase A for seven days. However, Elizabeth’s vacation
and travel plans were extended due to flight cancellations. Elizabeth was out of town and the
intervention protocol was not followed by Aaron’s aunt. When Elizabeth returned from her
vacation there was a series of unexpected events that started with her sister’s dog being very ill.
The researcher was unaware there was a family pet before Elizabeth shared the following events:
the dog’s illness required Aaron’s maternal aunt to return to Maryland with her partner before
relocating to Texas for graduate school. Elizabeth explained there was an expectation that
Aaron’s aunt would move for graduate school, but the dog’s illness moved up the aunt’s
departure by more than a month. One day Aaron went to school and when he returned his aunt,
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her partner, and the dog were all gone. Their move created an unforeseen change in Aaron’s
living environment. Elizabeth self-reported on the IDCM that she and Aaron did not engage in
bibliotherapy after her vacation for 12 days, amidst the family changes.
For Aaron’s hit/slap/kick behavior there was a decrease in phase A2. Aaron had an
average of engaging in a hit/slap/kick behavior 14% of repeated seven-day baseline. In phase B,
Aaron had increased hit/slap/kick behavior to 50% of the 21 days. Thus, there was a reduction of
36% in hit/slap/kick behavior during phase A2. Aaron hit/slapped/kicked peer/others in a range
of zero to one time over seven days. The reduction in behavior indicated an intervention effect,
but it may also be because Aaron was in the care of his aunt and her partner and that changed his
behavior. For a summary of Aaron’s hit/slap/kick behaviors in phase A2, see Figure 35.
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Figure 35 Aaron’s Phase ABAB Hit/Slap/Kick Results
Note: The median was 0. Trendline is negative, showing a decrease in hit/slap/kick behaviors.
For Aaron’s tantrum behaviors there was a decrease in phase A2. The median for Aaron’s
tantrum behaviors was four during baseline (phase A). The PEM for phase A2 was 1.0 or 100%
(Ma, 2006). Aaron had a tantrum in a range of zero to one time a day for seven days. The
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reduction in tantrum behaviors indicated a high intervention effect (Ma, 2006), but similar to
Aaron’s reduction in hit/slap/kick behaviors it may be because Aaron was in the care of his aunt
and her partner and that changed his behavior. For a summary of Aaron’s tantrum behaviors in
phase A2, see Figure 36.
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Figure 36 Aaron’s Phase AB Tantrum Results
Note: The median (black line) was 4. Trendline (orange line) is negative, showing a decrease in
tantrum behavior.
For Aaron’s property destruction behaviors there was a complete extinguishment in phase
A2. The median for Aaron’s property destruction was four during baseline (phase A). The PEM
for phase A2 was 1 or 100% (Ma, 2006). Aaron had zero incidents of property destruction for
seven days. The decrease in property destruction behaviors indicated a high intervention effect
(Ma, 2006). Again, like Aaron’s reduction in hit/slap/kick and tantrums behaviors, it may be
because Aaron was in the care of his aunt and her partner and that changed his behavior. For a
summary of Aaron’s tantrum behaviors in phase ABA, see Figure 37.
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Figure 37 Aaron’s Phase ABA Property Destruction Results
Note: The median (black line) was 1. Trendline (orange line) is negative in phase A2, showing a
decrease in property destruction behavior.
Once Elizabeth returned, the researcher met with her. The researcher asked whether
Elizabeth would like to continue participation in the Empathy Reading Project and explained that
Aaron’s intervention no longer followed the study’s protocol. The researcher supported Elizabeth
that there was a great deal going on that forced Elizabeth to prioritize other family needs. The
researcher shared the data collection results with Elizabeth and highlighted the four days of no
IDCM data responses and 10 days of no bibliotherapy to explain why she was asking if Elizabeth
wanted to continue. Elizabeth said she did want to continue and was willing to complete the
posttests for herself and Aaron.
Posttests in Phase A2
The researcher met with Elizabeth and Aaron at one of the gated playgrounds in their
apartment complex to complete the ESC (Koksal Akyol & Aslan, 2014) posttest. Elizabeth
suggested the gated playground to avoid the risk of Aaron eloping from the area. Again,
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Elizabeth helped to redirect Aaron to the ESC and aided the researcher in eliciting Aaron’s
responses. Aaron succesfully labeled all four core emotions: happy, sad, angry, and scared.
Aaron was able to appropriately identify six of the 12 emotional states in the visual matching
tasks, and they were identical to his pretest performance. Elizabeth repeated the PPAS (Porter,
1954) and the SDS (Ireton, 1992) measurements for herself and Aaron as posttests. Again, the
researcher scored the SDS with five items removed for Aaron’s age. Elizabeth’s reponses on the
SDS were positive for 26 of 35 items, an increase of one from the pretest. Elizabeth’s parentreport on the SDS maintained Aaron’s results in the delayed development range when compared
to the average performance of a three-year-old neurotypical peer (Ireton, 1992). On the PPAS,
Elizabeth had an increased total score from 159 to 171 which maintained Elizabeth as a highly
accepting parent and placed her higher in the score range than her pre-test scores.
Phase B2
For Aaron’s hit/slap/kick behavior, there was a decrease in phase B2. The median for
whether Aaron hit/slap/kicked peers/others was zero during baseline (phase A). Therefore, the
researcher used percentage change index, a descriptive statistic that compares the average of two
phases (Manolov & Solanas, 2017) to assess differences across intervention phases. In phase B2,
Aaron had an average of engaging in a hit/slap/kick behavior 33% which was an increase from
phase A2. This result does not indicate an intervention effect. Aaron hit/slapped/kicked
peer/others in a range of zero to eight times per day and engaged in this behavior six of 21 days
in this phase. For the summary of Aaron’s hit/slap/kick behaviors in phase B2, see Figure 38.
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Figure 38 Aaron’s Phase ABAB Hit/Slap/Kick Results
Note: The baseline median (black line) was 0. Trendline (orange line) is positive, showing a
slight increase in hit/slap/kick behavior.
During the parent meetings, Elizabeth discussed all the transitions Aaron faced during
phase B2. Elizabeth shared that Aaron periodically asked for his aunt and her partner still and
one day cried and questioned, “Mami and Papi don’t go? Stay with Aaron?” Elizabeth reassured
Aaron that she would not leave him. Aaron would ask his mom to stay in his room at bedtime,
and when he went to school tell her “Mami work in Aaron’s room.” Elizabeth was sensitive to
Aaron’s feelings and focused on reassuring him that she will not leave him. In addition to the
change at home, Elizabeth looked at new schools with Aaron and attended open houses.
Elizabeth found a unique ecological school that holds class predominantly outdoors. The school
spent time assessing Aaron and observing him onsite. Aaron asked, “New school?” after their
visit and Elizabeth explained it would take time to know if Aaron was going to change schools.
Elizabeth had mixed feelings about an outdoor school because she was concerned for Aaron’s
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elopement risks. Elizabeth told the school she was open to reassessing in a year if they did not
believe Aaron was ready for the program.
For Aaron’s tantrum behaviors there was a decrease in phase B2. The median for Aaron’s
tantrum behaviors was four during baseline (phase A). The PEM for phase B2 was .95 or 95%.
(Ma, 2006). The reduction in tantrum behaviors from baseline (phase A) indicated a high
intervention effect (Ma, 2006). Aaron had tantrums in a range of zero to four times per day, and
this behavior occurred less than four times a day or below the median (n = 4) on 20 of the 21
days. For a summary of Aaron’s tantrum behaviors in phase B2, see Figure 39.
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Figure 39 Aaron’s Phase ABAB Tantrum Results
Note: The median (black line) was 1. Trendline (orange line) is positive at first and then shifts to
negative, showing a decrease in tantrum behaviors. .
During the parent meetings, Elizabeth shared her spiritual beliefs about being Aaron’s
mom and their family’s interconnectedness. Elizabeth disclosed she too lives with ASD and
decided to be tested after Aaron’s diagnosis. Growing up, Elizabeth went undiagnosed and
reported her brother also lives with ASD and they did not receive any therapy. Elizabeth and the
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researcher dialogued on the psychological awareness and maturity that is expected of parents
now, that was not expected more than three decades ago (Gibson, 2019). Elizabeth said she had
moments, as a teenager, of wondering what her life was meant to be and experienced depressive
feelings that lead to a suicide attempt that the doctors said she miraculously survived. Elizabeth
stated, “I thought to myself, ‘I can’t leave.’” Over time, Elizabeth developed spiritual beliefs and
practices that integrate eastern and western philosophies and facilitate creating balance in her
day-to-day life as a wife and working mom of a child with unique abilities. Elizabeth’s spiritual
beliefs help her trust that Aaron is meant to be her child and she and her husband are meant to be
life partners and Aaron’s parents. Aaron’s father lives with Ehlers-Danlos Syndrome (EDS). One
day, as Elizabeth and Aaron’s dad discussed Aaron’s ASD, Elizabeth said she saw his dad make
a mental connection to his day-to-day challenges living with EDS and he began demonstrating
more empathy for Aaron and his struggles living with ASD. Elizabeth and the researcher
discussed books Elizabeth has read, Master classes she has taken, and a broad set of spiritual
practices that ground Elizabeth and support her unconditionally, providing a loving presence in
Aaron’s life. Religious and spiritual practices are a protective factor against depression, anxiety,
and dysthymia (Salgado, 2014). The researcher validated Elizabeth’s engagement in a
meaningful spiritual life and thanked her for sharing.
For Aaron’s property destruction behaviors, there was an increase in phase B2 from
phase A2. The median for Aaron’s property destruction was four during baseline (phase A). The
PEM for phase B2 was .61 or 61% (Ma, 2006). The PEM score in phase B2 indicated a mild or
questionable intervention effect (Ma, 2006) from baseline (phase A). Aaron engaged in property
destruction in a range of zero to four times per day, and he exceeded the median (n = 1) on three
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of the 21 days in this phase. For a summary of Aaron’s property destruction in phase B2, see
Figure 40.
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Figure 40 Aaron’s Phase ABAB Property Destruction Results
Note: The median (black line) was 1. Trendline (orange line) is slightly negative showing a
decrease in property destruction.
During the parent meetings, Elizabeth processed an incident of property destruction that
happened at school. Aaron started to damage property and the board-certified behavior analyst
(BCBA) decided to ignore the behavior and “see what would happen.” Aaron escalated and
“destroyed the classroom,” according to Elizabeth. Aaron knocked over chairs and knocked
down bookshelves. When the BCBS looked into the classroom, Aaron flexed his bicep muscles.
The BCBS labeled Aaron’s behaviors “attention seeking.” Elizabeth was unsure what prompted
the destructive behavior. When she arrived at school, the BCBA was concerned about the
outcome of trying to ignore the property destruction and immediately approached Elizabeth
about what to do next. Elizabeth said the same thing would have happened at home and ignoring
an escalation has never been helpful for Aaron. Elizabeth ventilated some of her concerns about
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the way the BCBA team labels behaviors. The researcher and Elizabeth dialogued about
alternative perspectives to “attention seeking.” Such as, was Aaron looking for connection?
Social connection is an alleviator to stress (Holt-Lunstad et al., 2017); yet a four-year-old child
cannot be expected say, “I need connection to help me self-regulate.” Elizabeth recognized the
attention seeking aspects of what happened and denied Aaron would ever destroy property in
true malice. Elizabeth understands Aaron needs help with practicing self-regulation and selfsoothing.
Final Posttests
The researcher met with Elizabeth and Aaron, to complete the ESC (Koksal Akyol &
Aslan, 2014) posttest, at the same gated playground in their apartment complex from the posttest
for phase A2. Again, Elizabeth helped to redirect Aaron to the ESC and aided the researcher in
eliciting Aaron’s responses. Aaron succesfully labeled all four core emotions: happy, sad, angry,
and scared. Aaron was able to appropriately identify seven of the 12 emotional states in the
visual matching tasks on the ESC, which was an increase of one. Elizabeth did not complete the
final SDS (Ireton, 1992) and PPAS (Porter, 1954) postests via Qualtrics. Elizabeth scored as a
highly accepting parent on the PPAS pretest (159) and posttest (171) which is clinically
significant in that she is increasing her placement within the highly accepting parent range.
Aaron’s Summary
Aaron’s participation in the Empathy Reading Project had mixed results. The median for
hit/slap/kick was zero (phase A); therefore percentage change index, a descriptive statistic that
compares the average of two phases (Manolov & Solanas, 2017), was used to analyze Aaron’s
hit/slap/kick behaviors. The baseline for hit/slap/kick was an average of 43% of the days. By the
end of Aaron’s participation in the Empathy Reading Project, the percentage of index change
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was 10%, because Aaron had an average of hit/slap/kick behaviors 33% of phase B2. For
tantrum behaviors, Aaron initially had no intervention effect (PEM = .52) and by the end of his
participation there was a highly effect intervention effect (PEM = .95). For property destruction,
Aaron initially had no intervention effect (PEM =.24) and by the end of his participation in the
Empathy Reading Project there was a mild or questionable intervention effect (PEM = .61).
Elizabeth’s did not complete the final posttests after Phase B2 but her consistency in total scores
on the SDS (25 increased to 26) and PPAS (159 increased to 171) are evidence of her parental,
personal, and relational consistency and integrity with Aaron.
Participant four: “Peter”
Participant Four was given the pseudonym “Peter,” to protect his privacy. Peter is an
African American male, four years, six months of age who lives with married parents who earn a
combined middle-class income in an intergenerational home with his maternal grandmother and
aunt (Bennet, et al., 2020). There are no other children or siblings. Peter was diagnosed with
ASD at three years old. Peter attends a specialized pre-kindergarten class with other children
who are four and five years old and have also been diagnosed with ASD. Peter’s mom is an
employee of the public school system and became aware of the Empathy Reading Project
through a flyer at a local elementary school. In the past 12 months, Peter has received speech and
ABA therapies while in school. However, speech services stopped during the pandemic because
of access to care. Peter continues to receive ABA while at school, but his mother is unsure how
many hours he receives. For the purposes of her privacy, Peter’s mother was given the
pseudonym “Celia.” During the second week of bibliotherapy, Celia took Peter to a friend who is
a speech therapist to be evaluated and attempt to re-engage in outside support.
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Both Celia and Peter’s father participated in the Clinical Interview. Peter’s father was
given the pseudonym “Michael” to protect his privacy. Peter’s parents reported their
personalities lean towards introversion and the study provided an opportunity to increase
intentional time with their son. Both parents stated they had a desire to learn more about how to
help their son increase his social skills through their daily routine. When the researcher built the
IDCM with Celia and Michael, the topic of living with his aunt and grandmother presented a
unique measure for engaging in language. Peter will go to his grandmother and/or aunt when his
parents ask him to use his words for daily activities, such as getting a snack. Using an IDCM
provided a specific developmental task that reflected Peter’s home environment (Cornett &
Bratton, 2014). Celia and Michael agreed to focus on whether Peter responded to them the first
time they called out, whether he engaged in shared playtime, and if he went to another family
member when he was asked to use his words for his IDCM.
Peter’s Pretests.
The researcher completed Peter’s pretest on the ESC (Koksal Akyol & Aslan, 2014) in
person at the participants’ home. Celia suggested the home office as a place to complete the
ESC, and the researcher spread out the core emotions and placed the visual matching images out
one at a time. As the researcher prepared for the ESC, Celia shared she attended an IEP meeting
and Peter is classified as non-verbal. Peter can sing and speak some words but falls behind
standards for neurotypical language development and cannot speak in sentences or engage in
conversations (American Psychiatric Association, 2013; American Speech-Language-Hearing
Association, 2022). Peter’s pre-test on the ESC (Koksal Akyol & Aslan, 2014) was zero. He was
able to identify all the core emotions with a song, “if you’re happy and you know it… if you’re
sad and you know it… if your angry and you know it… if you’re scared and you know it…”
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While singing the song, Peter hummed at times. The researcher interpreted Peter’s humming to
mean Peter he did not know those words and/or cannot pronounce them. Beyond the
identification of feelings, Peter was not able to participate in any matching tasks on the ESC.
However, Peter began singing again when the therapist researcher asked, “how does this boy
feel?”
Peter’s mother completed the SDS of the CDI (Ireton, 1992) and PPAS (Porter, 1954)
prior to beginning the intervention (phase B). The scoring manual for the CDI specifies which of
the 40 items on the SDS subscale are expected social interactions by age in months and years.
Based on Peter’s age, two of the items on the SDS are not considered age appropriate for
neurotypical children and they were removed from the analysis. On the pretest for the SDS, Peter
scored an 18 out of 38 possible points based on his mother’s report. This score is in the
developmentally delayed range when compared to the average performance of a four-year-old,
neurotypical peer (Ireton, 1992). However, the purpose is not to use the SDS score to compare
Peter to his peers but focus on if there are any differences in his mother’s observational reports
of his social skills after each intervention phase. On the PPAS, Celia had a total score of 150.
This score places Celia in the PPAS category of a moderately accepting parent (range 120-157;
Porter, 1954).
Peter’s Baseline Data.
Peter had a seven-day baseline. During that time, Celia responded daily to the
researcher’s text with a Qualtrics link to the IDCM for Peter. Celia reported the number of times
Peter (a) responded to his name on the first call, (b) engaged in play with someone, and (c)
sought out another family member for assistance when asked to use his words. At the first parent
meeting, the researcher asked Celia if there was anything different or unique that occurred during
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the week and Celia replied there was not. Given the parent-report that the week/weekend
represented Peter’s routine behavior and included both school days and weekend time with his
family, there was sufficient evidence of a stable baseline. Peter’s baseline measurements are
represented in Figures 41, 42, and 43.
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Figure 41 Peter’s Name Response Baseline
Note: The median (black line) was 5. Trendline (orange line) is slightly positive. The baseline
range was three to five.
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Figure 42 Peter’s Play Baseline
Note: The median (black line) was 2. Trendline (orange line) is positive. The baseline range was
zero to three.
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Figure 43 Peter’s Language Avoidance Baseline
Note: The median (black line) was 2. Trendline (orange line) is negative. The baseline range was
zero to three.
Phase B
For Peter’s individualized question on responding to his name, the median was five. The
question was phased in the positive, asking how often, if at all, Peter responded to his name
being called the first time. Celia and Michael reported Peter did not always attend to them during
the Clinical Interview. For phase B, the PEM on Peter’s name response was .24 or 24%. This
score does not indicate an intervention effect (Ma, 2006). Peter responded to his name in a range
of two to seven times per day, and more than the median (n = 5) on five of 21 days in this phase.
Talking with Celia, the researcher asked about the IDCM data and Celia reported Peter is
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increasingly independent around the house and they do not interrupt him if he is happily playing.
For the summary of Peter’s name response results in phase B, see Figure 44.
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Figure 44 Peter’s Phase AB Name Response Results
Note: The median (black line) was 5. Trendline (orange line) is slightly positive showing a small
increase in name response behavior.
During the parent meetings, Celia shared that Peter is enjoying the books at night. Celia
said Peter will “read” to himself and then hand her the books to read to him. In the initial part of
phase B, Celia and Michael were trading off reading with Peter at night. Celia said Peter was
naming feelings in the books, like “sad,” and “mad.” Celia said Peter was echoing her stating the
feeling words during the bibliotherapy. Peter’s developmental delays in language prevent him
from participating in the bibliotherapy questions, however, Celia still reads them and talks to
Peter.
For Peter’s individualized question on the frequency of play with others, the baseline
median was two. The PEM score for phase B was .85 or 85% of the data points exceeding the
median (n = 2). This score indicated a moderate intervention effect on play by the end of the
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initial phase B (Ma, 2006). Peter played with someone in a range of two to six times per day and
played more than his baseline of two on 17 of 21 days in this phase. When at home, Peter both
plays by himself and with his parents, aunt, and grandmother. Celia said she noticed an increase
display of emotion from Peter when he plays with stuffed animals. For a summary of Peter’s
play results in phase B, see Figure 45.
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Figure 45 Peter’s Phase AB Play Results
Note: The median (black line) was 2. Trendline (orange line) is positive showing an increase in
play behavior.
During the parent meetings, Celia reported that she and Peter’s father were going through
a challenging time. Michael participated in the initial Clinical Interview and originally agreed to
meet weekly. However, he did not attend the weekly meetings during phase B and Celia said the
two of them are not on the same page about Peter’s ASD diagnosis. The researcher reflected to
Celia that it can be tough on a relationship to have a child with unique abilities (Marciano et al.,
2015). Celia shared she attends individual counseling to get support for her anxiety. The
researcher encouraged Celia to engage in the forms of self-care that support her and expressed
182

gratitude for Celia being candid about her parental experience. The researcher reassured Celia
that Michael could withdrawal from participation in the Empathy Reading Project and that his
withdrawal, if he chose to, would not impact she and Peter’s participation in this project. Celia
said she was doing the bibliotherapy with Peter and still wanted to continue their participation.
Celia expressed hope Michael would return to participating in the research.
For Peter’s individualized question on if he seeks out another family member when asked
to use his words, the baseline median was two. The PEM score for phase B was .38 or 38% of
the data points falling beneath the median (Ma, 2006). This IDCM question was phrased in the
positive, therefore ideally data points fall below the median (n = 2) to show a reduction in Peter
seeking out alternative family members when asked to “use his words.” The PEM score
indicated there was no intervention effect on language avoidance by the end of the initial phase B
(Ma, 2006). Peter sought out another family member in a range of zero to six times a day and
exceeded the median (n = 2) on 11 of 21 days. As mentioned before, Celia reported Peter is
increasingly independent at home. For example, he can now get his own snacks, and his
independence may influence the results of the IDCM. For a summary of Peter’s language
avoidance results in phase B, see Figure 46.
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Figure 46 Peter’s Phase AB Language Avoidance Results
Note: The median (black line) was 2. Trendline (orange line) is negative showing a decrease in
language avoidance.
During the parent meetings, Celia shared that Peter was seen by an old friend of hers who
is a speech therapist and completed an evaluation. The researcher and Celia discussed Peter’s
developmental language delays and Celia expressed some uncertainty about what to do. The
researcher provided psychoeducation on what is considered atypical language in persons living
with ASD (Pruccoli et al., 2021), and supported Celia that she is communicating with her son
when he echoes her words, and they spend time together. The communication Celia and Peter
share is not sentences, but that does not mean there is not communication happening (Pruccoli et
al., 2021).
Phase A2
Peter returned to phase A for seven days and the trendline for responding to his name
decreased. The PEM score in phase A2 decreased to .14 or 14%. This score indicates there is no
intervention effect (Ma, 2006). Peter responded to his name in a range of two to seven times per
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day and exceeded the median (n = 5) only on one of seven days. Celia and the researcher
discussed how this IDCM question may not yield significant results, because Peter is classified
as having non-verbal ASD. The researcher asked about whether Peter was able to pay attention
to Celia during the bibliotherapy time and she said sometimes yes and sometimes no. The
researcher thanked Celia for her continued participation in the research and said all results
provide insight to the IDCM question selection that is meaningful. For a summary of Peter’s
name response in phase A2, see Figure 47.
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Figure 47 Peter’s Phase ABA Name Response Results
Note: The median (black line) was 5. Trendline (orange line) is negative showing a decrease in
name response behavior.
For the Peter’s individualized question on the frequency of play with others, the baseline
median was two. The PEM score for phase A2 was similar to phase B at .85 or 85% of the data
points exceeding the median (n = 2). The PEM score indicated a moderate intervention effect on
play (Ma, 2006). Peter played with others in a range of zero to five times per day and exceeded
the median (n = 2) on six of seven days. Celia shared she noticed how much more Peter is

185

playing around the house and with the family. For a summary of Peter’s play results in phase A2,
see Figure 48.
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Figure 48 Peter’s Phase ABA Play Results
Note: The median (black line) was 2. Trendline (orange line) is positive showing an increase in
play behavior.
For Peter’s individualized question on if he seeks out another family member when asked
to use his words, the baseline median was two. The PEM score for phase A2 was .29 or 29% of
the data points exceeding the median (n = 2). The PEM score indicated no intervention effect on
language avoidance (Ma, 2006). Peter avoided using his words in a range of zero to three times
per day and exceeded the median (n = 2) on two of seven days. As mentioned before, Celia
reported Peter is increasingly independent at home, for example getting his own snacks, and his
independence may influence the results of the IDCM. For a summary of Peter’s language
avoidance results in phase A2, see Figure 49.
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Figure 49 Peter’s Phase ABA Language Avoidance Results
Note: The median (black line) was 2. Trendline (orange line) is negative showing a decrease in
language avoidance.
During the parent meetings, Celia said Peter continued playing more at home and that he
seems happier. Conversely, Celia said she had been feeling “alone,” due to the strain in her
connection with Michael. Celia provided family background. During the pandemic, Michael and
Celia moved to Jamaica for eight months and then returned to central Florida because a coworker encouraged Celia to come back and seek services for Peter. Celia said she is breaking all
her family’s cultural norms by getting her own therapy and seeking ongoing treatment for Peter.
Celia said she recognized something was “wrong” with Peter by one and half. Celia shared the
recognition of Peter’s ASD is where she and Michael differ in their approach. Celia said Michael
is struggling to fully accept the ASD diagnosis and what that means for Peter now and in the
future.
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Posttests in Phase A2
The researcher met with Peter, Celia, and Michael at the CCRC to complete the initial
posttest for the ESC (Koksal Akyol & Aslan, 2014). The researcher spread out the core emotion
pictures on a table and Peter was unable to complete the ESC. Peter explored the room and
moved about, from one chair to the next, and so forth. Unlike, the ESC pretest that took place at
home, Peter did not identify the emotions through song or othewise. Peter’s score on the ESC
was again zero.
The researcher asked Michael how he was doing because she had not seen him in the
recent parent meetings. The researcher talked to Celia and Michael together about Peter and how
co-parenting Peter impacted their relationship. Celia and Michael mutually described a pattern of
Michael avoiding conversations about Peter’s ASD diagnosis and what steps they need to or can
take to help him, and Celia seeking conversation as a form of support. Michael admitted that
when he and Celia do “finally talk,” he feels better. The researcher asked Michael if it was
difficult to accept Peter’s diagnosis. Michael said, “I accept my son. I don’t accpet that I don’t
know what to do.” The researcher reflected that Michael sounds critical of himself, yet there is
no reason to expect he would know how to parent a child living with ASD. The researcher
highlighted that the way Celia and Michael were parented does not apply to Peter. The researcher
encouraged Michael and Celia to engage in supports that are available to them for Peter and
themselves. The researcher provided Celia and Michael with local supports such as the UCF
Marriage and Family Research Insitute’s Project Harmony for couple relationship education, the
UCF CCRC for free counseling services, and the UCF CARD office for local support for
families with a child(ren) living with autism. The researcher invited Michael to attend the weekly
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parent meetings again, if he thought it would be helpful. Michael agreed to re-engage in the
meetings and complete the PPAS (Porter, 1954) as part of his participation.
Celia did not complete the SDS for Peter at the midpoint. She later told the researcher she
forgot. On the PPAS, Celia had an increase in her total score to 165. This score places Celia in
the highly accepting parent category (range 158-187; Porter, 1954). Michael completed the
PPAS for the first time and his total score was 120. This score places Michael in the low
category of parental acceptance (range 87-129; Porter, 1954). The results of the PPAS reflect
Celia and Michael’s self-reports on their individual reactions to parenting Peter.
Phase B2
For Peter’s response to his name, there was a continued down trend in phase B2. The
PEM score in phase B2 decreased to .09 or 9%. This score indicates there is no intervention
effect (Ma, 2006). Peter responded to his name in a range of two to six times per day and
exceeded the median (n = 5) only two of 21 days. Over the course of participation in the
Empathy Reading Project, Peter responded primarily at baseline or below, but the IDCM did not
ask how many times Peter’s parents called out for him. There is a missed measurement in the
IDCM question on Peter responding to his name because there is no number of occasions that
someone called for Peter to assess if he did or did not respond at their initial request. For a
summary of Peter’s name response in phase B2, see Figure 50.
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Figure 50 Peter’s Phase ABAB Name Response Results
Note: The median (black line) was 5. Trendline (orange line) is negative showing a decrease in
name response.
Prior to the first researcher and parent meeting in phase B2, Celia texted the researcher
that she was wanted Michael to speak more during the meeting. The researcher asked if Michael
knew increased participation in the parent meeting was what Celia wanted and Celia affirmed
Michael did know she was looking for him to talk about Peter and the previous week. During the
meeting, Michael shared that Peter is playing in the house more and he perceives him as a
generally happy child. Celia shared they have not engaged in any speech therapy because they
need a pediatrician referral for insurance purposes. Both Celia and Michael are trying to cook
with Peter to help expand his interest in foods. Peter primarily eats oatmeal and French fries.
Michael and Celia spent time with Peter cooking and helping him to try new foods. They
laughed when sharing that Peter did not “talk to” them for two hours after they had him try
salmon. The researcher reflected how Peter is able to communicate with them, even if he does
not always use words.
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For Peter’s individualized question on the frequency of play with others, the baseline
median was two. The PEM score for phase B2 was equal to phase B at .9 or 90% of the data
points exceeding the median (n = 2). The PEM score indicated a high intervention effect on play
by the end of the phase B2 (Ma, 2006). Peter played with others in a range of two to six times
per day and exceeded the median (n = 2) on 19 of 21 days. Celia shared she has noticed the
IDCM question on play was most meaningful for her, because she was aware of how much more
Peter is playing around the house and with the family. For a summary of Peter’s play results in
phase B2, see Figure 51.
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Figure 51 Peter’s Phase ABAB Play Results
Note: The median (black line) was 2. Trendline (orange line) is positive showing an increase in
play behavior.
During the parent meetings, Celia and Michael both affirmed the primary outcome of
their participation in the Empathy Reading Project was playing with Peter more often. Celia said
Peter’s teacher at school told her Peter is playing with his peers more often in class. During the
meetings on zoom, Peter was observed by the researcher playing with both parents and engaging
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their attention. The weekend before the parent and researcher meeting, there was an incident with
Peter both parents wanted to discuss with the researcher. Celia shared they had taken away
Peter’s iPad because he was fixated on playing a game on the iPad to the detriment of everything
else. Peter had his first “real struggle,” when they took away the iPad. Michael and Celia
reviewed details of how Peter growled, hit himself, cried, and expressed a high level of
frustration they had never seen before. For the first time, Celia and Michael restrained Peter so
he did not hit himself and Peter repeated, “I’m mad.” Celia said she was not aware Peter could
say, “I’m mad.” After the struggle from removing the iPad, Celia and Michael did not give the
iPad back to Peter. The researcher supported Celia and Michael that removing electronics is
appropriate whenever they feel it is being overused (Harle, 2019). As the weekend progressed,
Peter looked for the iPad many times but eventually gave up his search.
For Peter’s individualized question on if he seeks out another family member when asked
to use his words, the baseline median was two. The PEM score for phase B2 was .61 or 61% of
the data points falling below the median (n = 2). The PEM score indicated a mild or questionable
intervention effect on language avoidance (Ma, 2006). Peter sought out another family member
in a range of zero to three times per day and exceeded the median (n = 2) on five of 21 days. As
mentioned before, Celia reported Peter is increasingly independent at home, for example getting
his own snacks, and his independence may influence the results of the IDCM. For a summary of
Peter’s language avoidance results in phase B2, see Figure 52.
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Peter's Language Avoidance Phases ABAB
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Figure 52 Peter’s Phase ABAB Language Avoidance Results
Note: The median (black line) was 2. Trendline (orange line) is negative showing a decrease in
language avoidance.
During the parent meetings, Celia shared Peter is starting to read sight words: and, at,
like, see, and the. Celia is hoping one day Peter will be able to read. Peter has been using a
system called “Talk Tech” at school. Celia is not sure if Talk Tech is why he is able to sight read
words. During the final weeks of participation, Celia, Michael, and Peter celebrated Easter. The
researcher asked how Peter behaves in church with the added stimulation. Celia and Michael said
Peter sat with them in the pew and listened to one person speaking or a vocal soloist but covered
his ears for some of the singing and times of increased noise. There is not a children’s program at
their church. The children’s program stopped during the pandemic and has not reopened. The
researcher said she was glad that the time to celebrate the holiday had been enjoyable and Peter
had been able to attend church with the family.
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Final Posttests
For the final posttest on the ESC (Koksal Akyol & Aslan, 2014), the researcher met with
Peter, Celia, and Michael at their family home. The researcher used the home office again and
spread out the core emotions photos and presented the visual matching tasks one at a time. Peter
did not identify the emotions through song or othewise, as he did during the pretest at home, and
he was not able to complete the visual matching task. Peter’s score on the ESC was again zero.
Celia completed the SDS (Ireton, 1992) for the final posttest, regarding Peter’s routine social
behavior. Based on Peter’s age, two of the items on the SDS would not be considered age
appropriate for neurotypical children and therefore were removed from the analysis. Peter scored
a 24 out of 38 possible points based on his mother’s report, which is an increase of six from the
pretest. This change in Peter’s total SDS score is clinically significant and shows an increase in
social functioning from Celia’s perspective. This score remains in the developmentally delayed
range when compared to the average performance of a four-year-old neurotypical peer (Ireton,
1992). On the PPAS, Celia had an increase in her total score from her pretest to 151, which was
one point above her prettest score. This score places Celia in the moderately accepting parent
category (range 130-157; Porter, 1954). The researcher did not complete a paired t-test for
Celia’s pre and final posttests on the PPAS because one point difference does not constitute a
significant change. Michael completed the PPAS posttest and had an increase in his total score
from 120 to 133. The 13 point increase in Michael’s total PPAS is clinically significant.The
increase in total score on the PPAS places Michael in the moderately accepting parent category,
which is a positive change from his pretest results of low on the parental acceptance scale
(Porter, 1954).
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Peter’s Summary
Peter’s participation in the Emapthy Reading Project had mixed results. For the IDCM
question on how often Peter responded to his name at the first request, there was no intervention
effect from the beginning of his participation (PEM = .24) through the entire study (phase B2;
PEM = .09) (Ma, 2006). There was also a flaw in the question. The number of times someone
called for Peter was excluded, so the number of times he responded did not have a contextual
value that made it meaningful. For the IDCM question on engaging in play, there was a moderate
(PEM = .85) and then high intervention effect (PEM = .9) by the end of the intervention (phase
B2) (Ma, 2006). Peter’s parents reported increaed play was their number one observation from
participation in the Empathy Reading Project, that Peter was playing with them and others more
often. For the IDCM question on whether Peter sought out an alternative family member, there
was no intervention effect initially (PEM = .38), followed by a mild or questionable intervention
effect at the end of Phase B2 (PEM = .61) (Ma, 2006). Peter was increasingly independent, by
parent report, which may have influenced the results on if he sought out an alternative family
member when asked to “use his words.”
Intervention Fidelity
Each mother had varying compliance with the intervention protocol for the Empathy
Reading Project. Each child participant had their own clinical presention for ASD, that
influenced the mother’s reports on protocol fidelity. For example, Elizabeth shared that some of
the books were too simple for Aaron and therefore, did not keep his interest. Yet at the end of the
study, Elizabeth said she was surprised one night when Aaron had memorized No Hitting and
“read” the book to her. Aaron and Ian are both able to converse with their parents in full
sentences. Eli and Peter are both non-verbal and participate in echoic and atypical ASD language
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with their parents (Marom et. al., 2018; Pruccoli et. al., 2021). The differences among the child
participants and the unique aspects of each family’s dynamics contributed to the intervention
protocol fidelity. For a summary of protocol fidelity by parent and child dyads, see Table 7.
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Table 7 Participant Protocol Fidelity
Phase B
Participant

Phase B2

Days of

Days Mother

Days of

Days Mother

Participation in

did not respond

Participation in

did not respond

Bibliotherapy

to IDCM

Bibliotherapy

to IDCM

measurement

measurement

Eli & Marci

20

1

19

2

Ian & Maribel

8

6

11

4

Aaron &

11

4

6

5

13

5

7

3

Elizabeth
Celia & Peter

Chapter Four Summary
In chapter four, the researcher summarized each participant dyad’s engagement in
bibliotherapy, responses to their IDCM, and parent meetings. Participant one, “Eli,” had a high
interventions effect for all IDCM measures (PEM ≥ .9 or greater) (Ma, 2006). Participation two,
“Ian,” had mixed intervention effects. Ian did not have an intervention effect for whether he
physically hit someone (PIC = .38), nor whether he followed verbal redirection from his mother
(PEM = .43). However, Ian did have a high intervention effect on sharing (PEM = 1.0) (Ma,
2006). Participant three, “Aaron,” had mixed intervention effects. Aaron did not have any
intervention effect for his hitting behavior (PIC = .33). For tantrums, Aaron had a high
intervention effect (PEM = .95), and for property destruction Aaron had a mild or questionable
intervention effect (PEM = .61) (Ma, 2006). Participant four, “Peter,” had mixed intervention
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effects. For whether Peter responded to his name there was no intervention effect (PEM = .09).
Peter had a high intervention effect for engaging in play (PEM = .9). Peter’s avoidance of
language had a mild to questionable intervention effect (PEM = .61) (Ma, 2006). Each child
participant had at least one IDCM item with a high intervention effect result.
For the pre/posttest, there were no significant changes in the children’s scores on the
ESC. Two children could not participate in the ESC because of their developmental delays in
language, as part of their ASD diagnosis. For the two who did participate in the ESC, they had
increases of one or less in pre/posttest values. On the SDS of the CDI (Ireton, 1992) parent
reports included small changes in children’s pre/posttests values, with increases ranging from
zero to six points. For the PPAS, one father increased his total score to move from a low to a
moderately accepting parent. The mother participants in the Empathy Reading Project did not
have individual categorical changes in their placement on the PPAS scale, but they did increase
their total score within the moderately and highly accepting parent ranges. Hedges g was the
effect size computed to control for the small sample (N = 4). In aggregate, the mother participant
pre/posttest mean scores on the PPAS had a moderate effect size change (Hedges g = .564) based
on Cohen’s guidelines (Cohen, 1988). This suggests there is over one-half of one standard
deviation increase at PPAS posttest (relative to pretest) for mothers. In chapter five, the
researcher will discuss the results of the Empathy Reading Project, the implications of the results
for Counselor Education, counselors, parents, and children living with autism spectrum disorder
as well as the limitations of the study and future research possibilities.
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CHAPTER FIVE: DISCUSSION
In this chapter, the researcher presents the discussion, limitations, and implications for
professional counseling and counselor education, and future research opportunities based on the
results of the Empathy Reading Project. The Empathy Reading Project was created to investigate
the potential benefits of a therapist supported, parent-led bibliotherapy intervention for empathy
education and social development in children between the ages of three and five living with
autism spectrum disorder (ASD). Parent and child participants completed a multiple baseline (AB-A-B), single case research design (SCRD) study with two, three-week intervention phases of
bibliotherapy plus parent meetings. In chapter five, the researcher reviews the original research
questions and discusses the results of the Empathy Reading Project in the context of current and
emerging literature for the treatment of ASD.
Purpose and Research Questions
The purpose of the Empathy Reading Project was to provide cognitive empathy and
social emotional developmental support to preschool age children living with ASD through
bibliotherapy with their parents who received weekly therapeutic support. Therefore, the
researcher examined the following research questions:
Research Question 1 and Hypothesis
Does participation in the Empathy Reading Project improve individualized behavior
concerns of a child living with ASD, as measured by an individualized daily child measure
(IDCM) co-created by the researcher and parents? This researcher hypothesized that therapist
supported parent-child interactions on empathy, using bibliotherapy, would improve child
participant behavior concerns parent participants identified at the beginning of participation in
the Empathy Reading Project. One of the child participants had significant improvements in all
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areas of his IDCM and the three other children had mixed results. Each child had at least one
individualized behavior that had a significant change (PEM ≥ .9) by the completion of their
participation in the Empathy Reading Project. Previous SCRD studies with child participants that
live with ASD had mixed results across participants, when the children were engaged in affective
training (Gena 1996; 2004) and child-centered play therapy (Balch & Ray, 2015). The
participant with significant improvements on all three IDCM questions had the highest rate of
protocol fidelity, meaning his mother followed the schedule and implementation of the A-B-A-B
bibliotherapy intervention design exactly and read more than one book a night. In addition to the
protocol fidelity, the participant’s IDCM questions were phrased in a positive manner, which
could have improved data collection. In the Empathy Reading Project, the parents provided the
intervention with their children. The advantage of this was reducing the stress to the child by
removing a new therapeutic relationship (Kupferstein, 2019; Wong et al., 2021). Consequently,
not all participants had the same intervention experience and the differences in the IDCM
questions and protocol fidelity affected the results. The research reviews the intervention
limitations later in this chapter..
Research Question 2 and Hypothesis
Does participation in the Empathy Reading Project increase cognitive empathy in a child
living with ASD, as measured by the Empathy Scale for Children (ESC; Koskal Akyol & Aslan,
2014)? This researcher hypothesized that therapist supported parent-child interactions on
empathy, using bibliotherapy, would increase cognitive empathy and emotional recognition, as
measured by the ESC. There were no significant gains in the child participants pre/posttest
results for the Empathy Reading Project. Two children could not participate in this measure
because of their developmental language delays associated with their ASD diagnosis. The two
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children who did participate had improvements of one point in their overall score between pre
and posttests. Koskal Akyol and Aslan (2014) created the ESC to assess empathy in primary
school children and evaluated the measurement with typically developing children between four
and six years old (N = 160). The ESC was not intended to assess children living with ASD for
their empathy development nor children as young as three years old (Koskal Akyol & Aslan,
2014); therefore, the results of this study provide preliminary evidence that the ESC may not be
appropriate for this population. Future researchers may select an alternative scale, modify the
items on ESC to better capture the behaviors for this population, or develop a new measurement.
The limitations of the ESC measure are reviewed later in this chapter..
Research Question 3 and Hypothesis
Does participation in the Empathy Reading Project increase social emotional
development in children living with ASD, as measured by the Social Development Scale (SDS)
of the Child Behavior Inventory (CBI; Ireton & Ireton, 1992)? This researcher hypothesized that
therapist supported parent-child interactions on empathy, using bibliotherapy, would increase the
social skill development in children living with ASD, measured by parent report on the SDS of
the CBI. One child had no change across all three pre/posttests. The other three children had an
increase of between one and six total points. The SDS provided insight for the researcher on how
the parents experienced their children. The largest improvement in total score on the SDS (six
points) was the same child who had a highly effective intervention response (PEM ≥ .9; Ma,
2006) in play on his IDCM. The gain in total score on the SDS is clinically significant and
reflects the parent’s recognition of increased play behavior through her responses to multiple
questions on the SDS. With additional intervention time, increases in the SDS total scores for
child participants may be more likely. Additional time in behavioral interventions have been
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shown to help children living with ASD solidify positive behavior gains (Linstead et al., 2017).
The researcher’s primary conclusion from the SDS results was that parent participants saw their
child’s social skills consistently and related to their child from that perspective.
Research Question 4 and Hypothesis
Does therapeutic support of parents for healthy parent-child interactions on empathy,
using bibliotherapy, increase parental acceptance as measured by the Porter Parental Acceptance
Scale (PPAS; Porter, 1954)? This researcher hypothesized that parents would increase parental
acceptance of their child with ASD after participating in weekly parent coaching sessions with
the researcher, focused on the parent-child bibliotherapy intervention for the six-week
intervention phase of the study. The parent participants for the Empathy Reading Project had
consistent scores on the PPAS. Two parent participants had gains of 12 and 13 points in their
total score. The parent with a 13-point increase moved from the low to moderately accepting
parent category, and the parent with a 12-point increase maintained highly accepting parent
placement (Porter, 1954). These two parents total score increases are clinically significant. All
parent participants were moderately to highly accepting of their child by the completion of the
study.
The mother participants in the Empathy Reading Project did not have individual
categorical changes in their placement on the PPAS scale, but they did increase their total score
within the moderately and highly accepting parent ranges. Hedges g was the effect size
computed to control for the small sample (N = 4). In aggregate, the mother participant
pre/posttest mean scores on the PPAS had a moderate effect size change (Hedges g = .564) based
on Cohen’s guidelines (Cohen, 1988). This finding suggests there is over one-half of one
standard deviation increase at PPAS posttest (relative to pretest) for mothers. These findings add
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to previous literature that parent participants in child parent relational therapy interventions have
increases in their parental acceptance (Glover & Landreth, 2008; Hicks & Baggerly, 2017).
Increases in parental acceptance are correlated to the parent’s increased ability to have empathy
for their child and better respond to their needs and set healthy boundaries in the parent-child
relationship (Hicks & Baggerly, 2017). The Empathy Reading Project adds to the existing
literature that parental support enhances parental acceptance.
Single Case Research Design
SCRD is intended to safely assess a new intervention’s effectiveness with a small number
of participants before launching a larger, more costly study (Lenz, 2013). The researcher
combined bibliotherapy (Sullivan & Strang, 2012), parent support (Cambric & Agazzi, 2019),
and a daily routine (Linstead et al., 2017) as the intervention, based on previous research that
these tools support children living with ASD. The decision to remove the role of a therapist was
informed, in part, by the recent studies on how post-stress syndrome is documented in persons
living with ASD after engaging in applied behavioral analysis (ABA) therapy (Kupferstein,
2018). In addition to reducing stress to the child, the attachment between a parent and child is
natural and strengthened by intentional child-centered interactions that support the child’s social
development (Rennie & Landreth, 2000; Ryan, 2007).
Theory in Practice
Attachment researchers have documented the physical, emotional, and overall closeness
of parents and children is vital to healthy physical, psychological, social, and emotional
development (Bretherton, 1992; Bowlby, 1988). The most influential person(s) in a child’s
empathy and social development is/are their parent(s) (Wong et al., 2021). Parents supportive
and nurturing engagement with their child can influence brain development and lifelong patterns
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of empathy (Matsudaira et al., 2016). During the parent meetings, the researcher provided
psychoeducation on the important role each parent played in their son’s empathy and social
development. The researcher used the learning theory of Vygotsky’s zone of proximal
development (ZPD; Vygotsky, 1978) and attachment theory (Bowlby, 1992) to further support
the parent as the primary provider for the child’s bibliotherapy intervention.
ZPD theory states that children learn by trying new behaviors/tasks, with support, to
build confidence towards independence. The bibliotherapy was time for the parent to help their
child grow in empathy and social development through the storyline of the book and facilitative
questions (Sullivan & Strang, 2012). Parents were asked to express emotions, support their child
in expressing emotions and identifying with the books’ stories through questions and
conversation. The child’s learning therefore took place in the ZPD through social interactions
with their parents, and the parents modeling behaviors (Wong et al., 2021). The child’s natural
attachment to their parent supported the potential intervention effect. The researcher aimed to
create a meaningful intervention that gave parents and children tools to share an enjoyable time
together.
Researchers have used SCRD with small groups of children living with ASD for affective
training. The affective training interventions used storylines to exemplify appropriate social
responses and the training results generalized to other social settings (Gena et al., 1996; 2005).
In addition to stories, researchers have used play therapy interventions in SCRD to address offtask classroom behaviors in children living with Attention Deficit Hyperactivity Disorder
(ADHD; Schottelkorb & Ray, 2009), externalizing behaviors in elementary school age boys
(Meany-Walen et al., 2014) and hyperactivity, irritability, lethargy, and inappropriate behavior
problems in children with intellectual disabilities (Swam & Ray, 2014). The results of the
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Empathy Reading Project, provides additional SCRD evidence that bibliotherapy and a
specialized time between parents and their children can be used to help parents support their
child’s development of appropriate social responses, such as playing with others, sharing, and
reduce off-task behaviors like property destruction.
Individualized Results
The use of individualized measurements for children and family interventions helps
researchers to tailor their outcome evaluations to the individual and/or family (Cornett &
Bratton, 2015). Each child participant had at least one question from their IDCM show a high
intervention effect (Ma, 2006). The ESC pre/posttests gave the researcher an opportunity to
interact with each child participant in the presence of their parent(s). The pre/posttest short
periods of time with the child participants enabled the researcher to contextualize parents’
disclosures during their weekly meetings. Mixed results for children who have behavior needs
and/or a mental health diagnosis in SCRD intervention studies is common: children with
disruptive classroom behaviors (Dillman Taylor et. al., 2019), children with hyperactive and
irritable behaviors that have an intellectual disability (Swan & Ray, 2013), and children living
with ASD (Balch & Ray, 2014). The sum of SCRD studies can support the use of an evidencebased intervention, like child-centered play therapy (Peters et al., 2019). The diversity of
symptoms and needs of children living with behavioral and mental health diagnoses makes a
flexible research design like bibliotherapy with a variety of books and options for parents to
engage in other activities important.
The child participants in the Empathy Reading Project had unique presentations of their
ASD diagnosis. Two children were diagnosed as non-verbal and expressed themselves in single
words, simple phrases, sounds, and echolalia, which is consistent with developmental language
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delays in ASD (Pruccoli et al., 2021). In contrast, two children were able to converse in words
and full sentences with their parents. The language differences in the child participants did not
prevent their mothers from engaging in bibliotherapy. Three of the four mothers said they had an
existing, nightly reading routines with their child and would add the books and questions for
bibliotherapy to their home library during the duration of the study.
All of the child participants had other therapies they engaged in prior to for at least a year
and during the Empathy Reading Project, indicating that changes made during the research study
are correlated to the bibliotherapy intervention given the extended, consistent schedule of outside
services. The state of Florida approves the use of applied behavioral analysis (ABA), speech,
occupational, and physical therapy for the treatment of ASD (NCSL, 2021). Some of these
therapies were provided at the school the child attended and therefore did not require the mothers
to take them to outside appointments. Three of the four child participants attended specialized
schools and/or clinics for children living with ASD. The child matriculated in a mainstream
preschool had/s ongoing classroom accommodation and for the first three phases of the study had
a one-to-one ABA therapist for 26 hours a week. The aim of the Empathy Reading Project was
to add to the existing plan of care for each child, and not disrupt any supports that were already
in place. Therefore, all child participants continued with therapy/ies and school programs
throughout the study. The outcomes from the Empathy Reading Project therefore could not be
separated from the effects of ongoing therapies.
Strengths of SCRD
One of the strengths of SCRD in counseling is to assess an intervention with a small
sample size (Lenz, 2015). In the Empathy Reading Project, the researcher was able to provide
the intervention protocol and stay connected to the participant dyads because it was a small
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sample size and an intervention timeline of approximately two months. SCRD also offers a lowcost effective way to provide an adaptable intervention through the use of a flexible timetable
and in this case individualized measures (Lenz, 2015; Cornett & Bratton, 2015). There was no
cost to the participants in the Empathy Reading Project, except for two of the four participants
dyads did pay for the cost of fuel to see the researcher at the CCRC. In one case, the child’s preschool was within walking distance and that enabled the mother and son to walk to the CCRC.
The University of Central Florida College of Community Innovation and Education supported
the researcher to provide all the bibliotherapy reading materials to the participant families for
free through a Dissertation Completion Award, supported by the Chair. This award was less than
$800 which is a low overall cost to complete an eight-week intervention study with materials for
recruitment and supplies for four families. Finally, the Empathy Reading Project did not
compare children to one another and the use of the participant as their own control is another
SCRD strength (Lenz, 2015). The researcher highlighted that their child would not be compared
to other children when she talked with parents during the recruitment phase of the study and
throughout their research participation.
Unique Participant Profiles
The researcher made no effort to recruit participants from racial and ethnic minority
backgrounds; however, the participants in the Empathy Reading Project all self-identified as
belonging to at least one racial and/or ethnic minority group. The parent and child participants in
this study add to the diversity captured in research literature on children living with ASD. Most
research participants identify as Caucasian/White in previous studies (West et al., 2016). There
are disparities in the rate of diagnosis of ASD among racial and ethnic minority groups and the
timeliness of the diagnosis (i.e., early on in childhood) that affects the ability of parents and
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children to receive early intervention services (Nowell et al., 2015). Delayed diagnosis of ASD
in minority groups can have detrimental effects. The earlier a child is diagnosed with ASD and
begins treatment, the better their prognosis and the prognosis of the family’s overall stability
(Elder, 2017).
The researcher spoke with each mother about when they suspected something was
different during their son’s development. The mother’s all responded with between one and two
years old. The American Academy of Pediatrics recommends screening evaluations for ASD
between 18 and 24 months (Hyman et al., 2020). Parent reports of behavior consistent with a
later diagnosis of ASD begin as early as eight months and correlate to an ASD diagnosis from
eight to 16 months (Sideris et al., 2020). In the Empathy Reading Project, the earliest formal
ASD diagnosis was participant one at twenty-two months. Participant one’s mother is a specialist
in ASD, and she said, “I knew who I wanted to take him to for the evaluation,” because she has
been a professional working with ASD for 20 years. Many families do not have the advantage of
a professional background and knowledge of diagnostic and therapeutic providers. All of the
other children were diagnosed after two years old and started their screening and evaluation
process with their pediatricians.
Physical and mental health disparities among Black/African Americans are well
documented and include, but are not limited to access to care, disempowerment in treatment,
lack of social support, and the cost of treatment (Kawaii-Bogue et al., 2017; Miranda et al.,
2008). Health disparities experienced by Black/African Americans gained renewed attention
during the COVID-19 pandemic because of the disproportionate loss of life and access to care
(Novacek et al., 2020). Among the Empathy Reading Project participants, the oldest child to be
diagnosed with ASD was four and identified as Black/African American. His mother first
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suspected there was a developmental delay before age two. This child was one of two
participants classified as non-verbal ASD and has visible sensory - motor abnormalities yet had
not received a medical evaluation to rule out Pediatric Autoimmune Neuropsychiatric Disorder
Associated with Streptococcal Infection (PANDAS) or Pediatric Acute-onset Neuropsychiatric
Syndrome (PANS). Ruling out organic causes for observed behavior is a standard of medical
care (Mothun et al., 2017; Khodayar-Prado & Álvarez-Bravos, 2020). The other child participant
living with non-verbal ASD received the assessment for PANDAS and PANS at his mother’s
request because she was aware of the need to rule out organicity.
PANDAS is when streptococcal infection, more commonly known as “strep,” migrates
from the throat to the ganglia of the brain. Similar to PANDAS, PANS is brought on by an
infection, inflammatory response, or metabolic disturbance that leads to a drastic change in
behavior. PANS and PANDAS both present with obsessive-compulsive traits, repetitive
behaviors, aggression, restricted eating, sensory disturbances, motor abnormalities and difficulty
sleeping (Pandas Physicians Network, 2022) and is considered an organic differential diagnosis
for the onset of psychiatric symptoms in young children and adolescents (Khodayar-Prado &
Álvarez-Bravos, 2020). Though anecdotal, this mother and child’s experience correlate to the
broader research that Black/African Americans are less likely to receive services as often and as
early as people of majority standing (Copeland, 2005).
Intergenerational Homes
The number of intergenerational homes in the United States has doubled since 1971. The
motivators for multigenerational homes can be economic, spousal loss, increased needs for care
and support around health and children, and the housing crisis (Keene & Batson, 2010). Asian,
Black, and Hispanic Americans are most likely to live with multiple generations under the same
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roof (Pew Research Center, 2022). Secondary relationships with grandparents, aunts, and uncles
are correlated to an expanded secure attachment that can help children build social skills (Steele
& Steele, 2022). In addition to the social aspects of an intergenerational home, decision making
on behalf of the child is most likely to be shared with a grandparent, aunt, or uncle, when a
parent is absent (Fishman et al., 2020).
Among the Empathy Reading Project participants, each family had an extended family
member nearby or living with them during their research participation. Two of the family homes
were intergenerational and included the maternal or paternal grandmother, and a third family’s
grandmother lived two houses away on the same street. One family home included the maternal
aunt until the final phase of the study. Two of the families had an aunt/uncle move out of the
home during the study, and both children asked for their aunt/uncle thereafter because they
moved away when the child was at school. There was only one participant dyad with the nuclear
family living in the home throughout their participation, and a second dyad finished the study
with only the nuclear family in the home. Changes in the living environment may contribute to
the results of the children’s IDCM. The influence of an event like an aunt and/or uncle moving
out, while the child is at school one day, is difficult to quantify. This researcher could not find
existing literature on the departure of an aunt and/or uncle from an intergenerational home.
Changes in the family structure have been shown to adversely affect children’s behavior,
depending upon if a parent enters or exits the family system and how early in life the events take
place (Pasqualini et al., 2018). Therefore, the researcher hypothesizes that the departure of the
aunt and uncle from the two participants home and family structure influenced their IDCM
results. Nonetheless, both children still had significant improvements in one empathic, prosocial
behavior, and/or reduction in an off-task behavior for the Empathy Reading Project results.
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Atypical Communication
For the mothers of children diagnosed with non-verbal ASD, the researcher discussed
how they approach safety with their children, because their children cannot tell them if someone
is mean at school, a provider is unkind during therapy, or if they are being bullied. These
mothers look strongly to body language, sounds that may be in the tone of wining, pain, or
discomfort, and whether their sons refuse to go into a location, as evidence of whether their child
feels safe. One mother was looking into a new school and she and her husband visited to meet
with everyone available before placing their son. Having contact with the staff helped the parents
assess whether they felt comfortable with the school’s faculty and staff. Though not scientific,
there was conversation across all mother and son dyads that “vibes,” were important. The
mothers have/had a felt sense of when their son is okay and when he is not. Assessing their
child’s needs on a daily basis may have contributed to the results on protocol fidelity during the
Empathy Reading Project. One mother texted the researcher that she had put her son to bed
without reading after a long day. The researcher supported each mother to do what they knew
was best for themselves and their families and report honestly on the IDCM.
The existing literature on ASD includes the struggles parents face when addressing their
children’s educational needs: communication with teachers, bullying at school, difficulty with
classroom behaviors, and/or accessing educational resources (Bonis, 2016). In general, parents of
children living with ASD are less satisfied with the communication they receive from their
children’s schools. Conversely, the more involved a parent is in their child’s school, the more
likely they are to be satisfied with their child’s education (Zablotsky et al., 2012). This researcher
did not find literature on how parents of children living with a diagnosis of non-verbal ASD
approach these same challenges. The responses of parents in the Empathy Reading Project
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provided insight into the atypical and body language communication parents of children living
with ASD rely on.
Co-Occurring Disorders
Two child participants with verbal skills close to or at the same level as their neurotypical
peers have been recommended for an evaluation for ADHD by their ABA therapists. ADHD and
ASD have co-morbid symptoms of impulsivity and aggression (Lawson et al., 2015). ADHD is
the most commonly co-diagnosed condition with ASD (Antshel et al., 2016). Both child
participants who were suggested for an ADHD evaluation show increased signs of disinhibition
through elopement behaviors (Lawson et al., 2015). This potentially confounding diagnostic
variable of both ADHD and ASD diagnosis may have influenced their IDCM results. The results
of these participants were mixed across their IDCM items. For both children, their hit/slap/kick
IDCM questions showed improvement, without statistically significant change. Lawson and
colleagues (2015) reported children with ASD and ADHD have two factors that contribute to
acts of aggression: the disinhibition associated with ADHD and the rigidity of ASD. The
comorbidity of ADHD and ASD may play a role in these two participant outcomes on the
hit/slap/kick question. The researcher acknowledged the parents’ efforts to provide effective
parenting in a complex set of circumstances, that is not always clear, and supported them to seek
out an evaluation for ADHD, as first recommended by the ABA therapist.
Parenting
The role of parents in the 21st century has evolved considerably since the parent
participants in the Empathy Reading Project were children themselves (Gibson, 2019). There is
greater understanding that common parenting techniques, such as spanking and corporal
punishment, are psychologically damaging to children and can lead to depression, anxiety, and
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fewer adaptive coping skills (Gershoff, 2010; Gibson, 2019). The parent participants all made
gains in their parental acceptance from pre to posttest and had moderate or high parental
acceptance at the end of the study. During the parent meetings, each mother and/or father
discussed the inability to apply how they were raised to their parenting approach with their child.
Disciplining a child with ASD by spanking them or placing them time out is incongruent with
the literature on effective parenting for a child living with ASD (Gershoff, 2010). Children
between the ages of three and five are still learning to self-soothe and parents who are able to
support their child’s self-regulation development have lower parenting stress (Keenan et al.,
2016).
The expressive and receptive aspects of language and all communication can be delayed
in children living with ASD and the communication delay can increase parenting difficulty. For
example, one mother shared that as her son cried one night and all she could do was hold him,
because he could not tell her what was wrong and holding him was all she knew to do. Physical
touch can be soothing to a child who is attempting to process emotions and self-regulate
(Bowlby, 1988; Narvaez et al., 2019). The mother shared she fell asleep with a heavy heart. The
researcher validated that seeing her son in a big emotion must have been hard for her and assured
her the choice to hold him was appropriate and healthy. Mothers of young children with
neurodevelopmental disabilities, like non-verbal ASD, use touch more frequently than mothers
of typically developing children to support their child in a negative emotional state (Provenzi et
al., 2020).The researcher highlighted that being present when her son expressed emotion, helps
him to find comfort in their relationship and trust that he can find comfort in people who love
him. The inner world of a child cannot be fully known because they cannot always verbalize
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what is happening for them, but having a safe, supportive, and nurturing maternal relationship is
correlated to healthy attachment and personality development (Bowlby, 1988; Masterson, 2005).
In a second example, another mother shared how she was parented was not abnormal for
the time but amounted to trauma. This mother did not elaborate on her personal trauma history
but did express that she was often left to figure things out on her own and moved aside by adults
with their own agenda. Therefore, she and her husband take time to read and learn about
effective parenting and make choices to be the best parents they can and not repeat what
happened in their childhood. Parenting styles are different between mothers and fathers of
preschool age children (Steenhoff et al., 2019). Mothers and fathers can offer a balanced
nurturing experience that compliments one another (Rajhans et al., 2018). Mothers have been
shown to be more sensitive to their young children’s emotional states while fathers engage in
more teaching behaviors with their children (Steenhoff et al., 2019) The researcher encouraged
all the parent participants that their sincere efforts to be good parents was meaningful to observe
and make note of in their meetings. When a child has a healthy relationship with both their
mother and father, there is the strongest possibility of a secure attachment style that will carry
into future relationships (Bowlby, 1988; Bretherton, 1992; Umberson & Toomer, 2020).
Parental Empathy
Each parent’s ability to be empathetic to their child plays a role in their child’s
attachment and empathy development (Borelli et al., 2021; Heyman et al., 2021). The empathic
capacity of a parent is their ability to put themselves in their child’s shoes and respond to the
child’s needs from the child’s perspective, not their own (Miliora, 1993). Children living with
ASD may be overwhelmed by sensory stimulation, have food aversions, and/or any number of
unique needs that require parents to be practice empathy. The mother with the highest PPAS
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score, from the beginning of her participation in the Empathy Reading Project, also had the
strongest treatment protocol fidelity and a professional background in helping children living
with ASD. Parental empathy is part of sensitive caregiving and the commitment to the research
participation in the Empathy Reading Project correlated to the highest outcomes in the IDCM
results.
The mothers who had moderate PPAS scores did not have any professional engagement
with families or children living with ASD before the birth of their own child. Each of these
mothers expressed that they did not have many people with whom they can share their parenting
challenges. Parents with children living with ASD have higher rates of stress and report feeling
isolated (Keenan et al., 2016). Based on the encouragement of one mother in this project, all the
participant mothers agreed to share personal contact information with one another for continued
support after participating in the Empathy Reading Project.
Individualized Empathy Support
For one mother, the researcher focused on changing her language to “I” statements. The
mother shared telling her son, “You make me…” The researcher provided psychoeducation on
how a child cannot be responsible for an adult’s feelings and though it is easy to say, “You make
me happy,” when she is displeased, her son needs to know that it is not within his control to
make her feel anything. The mother readily agreed with the researcher’s point and said she never
tells her son that he makes her mad, sad, or upset, and changing her statements for positive
emotions made sense to her as well. Parents can lack the understanding of how to employ
empathy in small and meaningful connections like saying, “I am so happy when we get the time
to talk in the car,” vs. “You make me so happy when we talk in the car.” Moving to individual
statements that are personally reflective is part of having an interdependent and not co-dependent
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attachment between mother and son (Masterson, 2005). Healthy autonomy physically and
emotionally is integral to secure attachment between parents and children (Gibson, 2019).
Individualized support on how to be empathetic to the child’s experiences when the child is
young and living with ASD is not well documented in present counseling literature and there is a
call for greater exploration of how to beset support caregivers and parents of children living with
ASD (Samadi & Samadi, 2020).
Mothers
The mothers in the Empathy Reading Project discussed with the researcher the mental
load of parenting a child living with ASD. Dean and colleagues (2022) defined the mental load
of mothers as cognitive and emotional stress because it involves thinking about and caring for
their child(ren), it is constant and unable to be separated from other activities in life, and often
invisible to others. The mothers in the Empathy Reading Project described a constant mental and
emotional process to respond to their child’s needs, while simultaneously advocating for their
child in the outside world. Each mother participant is the primary caregiver; meaning, their child
looks to them for nurturing, they take their son to appointments, and talk to the child’s schools
and providers more often than their spouses (Dean et al., 2022). One mother also cares for an
elderly mother-in-law by taking her to appointments and managing her healthcare. Only one
family had more than one child; this mother noted during the parent meetings that the additional
children and balancing her attention and time is challenging. The mental load of mothers is welldocumented (Dean et al., 2022; Lakshmana, 2021; Robertson et al., 2021) and the parent meeting
disclosures from Empathy Reading Project adds to this literature.
In the parent meetings, three of the four mothers openly acknowledged, without being
questioned, that they have a more informed view of their son’s ASD because they spend more
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time with their son. They are the primary parent who attends provider appointments, seeks out
information on parenting, and/or focuses on the effect of their son’s day-to-day challenges
because their role as the primary caregiver requires attunement to their son’s needs. One mother
said, “He (father) likes to say he’s a year behind.” Another mother said she feels alone in the
truth of what their son needs because he lives with ASD, and struggles to not force the truth, as
she perceives it, on her husband. Researchers have found that in addition to household chores,
childcare, and emotional work, mothers are the primary person to monitor and anticipate
children’s needs (Dean et al., 2022). Mothers often perform more work towards family goals
than fathers, regardless of their employment status (Robertson et al., 2019). One mother asked if
she could meet the other parent participants because she feels isolated in her role as a mom. This
mother said, “I don’t know anyone else going through this.” The researcher agreed to ask the
other participants about their willingness to share their information and follow-up after the study
was completed, which, as previously mentioned, they were all in agreement. Researchers have
found that social support alleviates parental stress in parents raising children with developmental
disabilities (Kersh, et al., 2006).
All these unique characteristics found in the Empathy Reading Project participants were
unintended findings. The researcher did not anticipate the disclosures during parent meetings and
was honored by the willingness of the participants to speak candidly about their homes, personal
experiences, relationships, and lived experiences. Each of these areas, diversity, couples,
parenting, and more presents opportunities for continued research, providing direction for
additional needs to be explored using this therapeutic approach for parents of children living with
ASD.
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Co-parenting & Relationships
There was one couple who participated in the Empathy Reading Project together.
However, there was a gap in the father’s participation between the Clinical Interview and the
initial posttest in phase A2. For the other participants, none of the fathers participated in this
current study. Mothers are more likely to provide child-care across all domains, regardless of
their employment status (Lakshnmin, 2021). Marriages where there is a child with an identified
disability have an 81% increased likelihood of divorce (Wei & Yu, 2010). Co-parenting and
addressing the needs of the child can add stress to the couple’s relationship that when
unaddressed can lead to marital discord (Doss et al., 2009). Married couples raising a child living
with ASD have a higher likelihood of divorce from their child’s infancy into adulthood, when
compared to parents of neurotypical children. Couples with the highest likelihood of divorce are
younger parents and those with a child living with ASD that is last or later in the children’s birth
order (Hartley, et al., 2010) Therefore, the researcher encouraged the couple to consider
therapeutic support for their relationship and/or relationship education (e.g., Project Harmony)
because the wife/mother said she was in individual counseling and thought counseling could help
the two of them to communicate better as a couple.
Implications
The implications of the Empathy Reading Project for counselors and counselor educators,
point to the opportunity to continue to make conscious efforts to be aware of the unique and
documented experiences of parents and their children living with ASD. Child therapists and
registered play therapists may benefit from an opportunity to look at the unique aspects of
working with children who live with ASD and the evidence that they benefit from play-based
interventions. Coursework on play therapy and family therapy should include the integration of
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information regarding working with children with unique abilities, including ASD. Bibliotherapy
is a potential take home assignment for parents to play with their children that counselors can
support with strategic book selections and facilitative questions. Specialization in the treatment
of ASD is not solely for ABA therapists and a place for professional counselors to work
alongside ABA therapists is supported by the results of the Empathy Reading Project. There is
an opportunity for counselor educators and counseling professionals to specialize in children,
families, and couples who have children living with ASD and other unique needs.
The present insurance coverage in Florida that limits the treatment of ASD to physical,
occupational, speech, and ABA therapy denies the evidence that children living with ASD
benefit from interventions beyond those therapeutic supports (NCSL, 2021). If a counseling
professional were to treat a child with ASD, they would have to diagnose the child with an
additional disorder, such as ADHD to bill for treatment. Similar to the child client, a marriage
and family therapist or individual therapist cannot bill insurance without labeling the couple’s
and individual’s treatment for a separate diagnosis (NCSL, 2021). The inability to treat parents
and families when there is a child living with ASD under current insurance billing guidelines
forces counseling professional to pathologize the normal needs of a family, child, and/or parent.
The least pejorative diagnosis is the most ethical approach to treatment and adding diagnostic
labels for someone to receive counseling services is incongruent with the ethical principles of
beneficence, or “first do no harm” (American Counseling Association, 2014). Policy reform on
allowable treatment for the child living with ASD and family is supported by the literature
review for the Empathy Reading Project and the study findings. Therefore, professional
counselors engage in advocacy for the expansion of insurance coverage for ASD based on
current research in the helping profession.
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Professional counselors can help to support persons living with ASD individually,
couples where one person is living with an ASD diagnosis, parents of children living with ASD,
and family systems with children living with ASD.. Individual counseling and psychiatric care
are among of the most commonly reported supports persons living with ASD engage in (Vogan
et al., 2017). Family systems therapy is aimed at looking at the whole of the family and
interdependent and interconnected relationships and roles within the family (Simon et al., 2020).
Family therapy can take a positive (Waters, 2020) and play based approach (Daley, 2018) to
support the family’s healthy functioning At this time, there is no diagnostic means for a
professional counselor to provide any of these services under ASD through public and/or private
health insurance in Florida.
For marriage and family therapists, the rate of divorce and pressures parents face raising
children living with ASD is important information for providing couples counseling.
Specifically, that the potentially acute, chronic yet evolving nature of ASD influences these
couples (Hartley et al., 2010). When considering the children in the Empathy Reading Project,
managing their physical aggression is easy at three and four years old while their parents are still
larger than them. If the behavior continues, the acuity may not increase but the evolution of a 14year-old who is hitting someone is naturally more threatening and has greater consequences. The
nature of ASD being lifelong and evolving in symptom presentation is cited as one of the reasons
marriages with children who live with ASD are more likely to divorce over the lifespan of the
child (Hartley et al., 2010). This knowledge can help marriage and family therapist to support
parents and address their co-parenting stress within this approach/model.
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Future Research
The Empathy Reading Project provided evidence to further investigate the positive
benefits of a parent-led, therapist-supported, bibliotherapy intervention for the development of
empathy and social-emotional learning in children living with ASD. Further investigation of
parent led interventions, such as this approach, would continue to offer alternative interventions
for children living with ASD whose parents do not want to participate in ABA therapy and
provides a respond to the existing literature that post stress syndrome is more prevalent in
persons living with ASD that received ABA therapy (Kupferstein, 2018). Finding additional
evidence-based tools to help parents support their children living with ASD to enhance empathy
development and appropriate social responses during early childhood broadens the possibilities
for support in and outside of formal therapies. The Empathy Reading Project SCRD study could
be adapted in an outpatient setting with an applied research design (Burkholder et al., 2020) by a
professional counselor and improved upon by focusing on children within one year of age. The
researcher could accept the recommendations from parent participants in the Empathy Reading
Project for adjustments in book selections based on the child’s verbal skills and age for the
follow-up study and focus the books and processing questions by the age and language
development of the child. The bibliotherapy changes would enhance the Empathy Reading
Project intervention to be specialized to each child’s ASD diagnosis.
The IDCM could be improved upon for a follow-up SCRD by creating a question bank
for parents to help them focus on their child’s empathic, prosocial behaviors and observable
social development. When faced with co-creating the measure, the researcher can support parents
by explaining the limitations found in questions like the frequency of being unable to follow
verbal redirection (from participant two), when the daily context of how often verbal redirection

221

was given is missing and therefore the results lack contextual meaning. A question bank
developed using existing literature for this study would also provide a way to dialogue with
parents about their child’s daily behaviors and what they routinely experience at home during
shared family time during the Clinical Interview.
In university counselor education programs where there are potentially greater resources
and a focus on research, a larger between group quasi-experimental design that offers one group
child-parent relational therapy (CPRT; Landreth & Bratton, 2005) which is a 10-week program
based on filial therapy (Guerney, 1964) and the other group the Empathy Reading Project
bibliotherapy and parent support. To improve upon the Empathy Reading Project intervention,
future researchers could create additional intervention time and a parent group for processing
based on the feedback from the current study participants. CPRT would introduce a greater
connection for parent participants that reduces the isolation the mothers in the Empathy Reading
Project reported and might strengthen the practice and integration of skills suggested in the
parent and researcher meetings. All the mothers reported they would try new approaches to
redirecting behavior and engaging with their sons with child-centered language but returned to
their usual patterns over time. During CPRT, there are weekly play sessions between the parent
and child that are observed, and parents receive feedback from the researcher on their progress
with parenting skills (Carnes-Holt & Bratton, 2014). If a parent group were added to the
Empathy Reading Project, parent connection could be enhanced without the formal review of
play sessions. A 10-week CPRT program compared to the Empathy Reading Project, would be
valuable for support of practicing and using new parenting skills and processing parenting stress
associated with having a child living with ASD. The 10-week timeline also matches most of the
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participants intervention timelines for the Empathy Reading Project, with a seven-day baseline
(phase A) and two, three-week interventions (phase B).
In addition to the CPRT parent support, there are two observational assessments for
parents playing with their children before and after the 10-week intervention. CPRT protocol
uses the Child Behavior Checklist (CBCL; Achenback & Rescorla, 2000) for parents to report
their children’s behaviors and emotional states. The Measurement of Empathy in Adult-Child
Interaction (MEACI; Stover, Guerney, & O’Connell, 1971) is used in CPRT to evaluate parentchild play interactions by a trained observer (Carnes-Holt & Bratton, 2014). The observed time
between a parent and child would help the researcher to observe the child’s ASD diagnosis (i.e.,
verbal vs non-verbal) and support the strategic selection of IDCM questions when collaborating
with parents. CPRT is based on attachment theory and supporting a healthy attachment is a core
aspect to this intervention (Ryan, 2007), just like the Empathy Reading Project. The CBCL and
MEACI could serve as replacement pre/posttests for Empathy Reading Project participants in a
quasi-experimental between group design. CPRT is an evidence-informed, promising practice
(CEBC4CW, 2022) and would provide an established program to compare the Empathy Reading
Project intervention results (Landreth & Bratton, 2005).
An investigation of the effects of co-parenting a child living with ASD on marriage
and/or partnership is another area of future researcher that is limited in the existing literature.
There is research on couples who have children with intellectual disabilities and developmental
delays (Hartley et al., 2010; Kersh et al., 2006) and some that point to the unique challenges a
couple faces if they have a child with living with ASD (e.g., Wei & Yu, 2012). Further research
would help to identify best supports for these couples in counseling. The researcher assured one
parent that they did not cause their son to have ASD. The mother shared she and the child’s
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father look back and question what happened, as to how their son was born with ASD. Given the
participants’ age and health and lack of family history, the researcher shared there is no literature
that would support she or the father caused her son to have ASD (Taylor et al., 2020). This
mother had hesitations about having another child because of the challenges she and her partner
have co-parenting her son. Psychoeducation is an integral part of professional counseling and
investigating what couples and parents know about their child’s ASD diagnosis would be another
potential qualitative or mixed methods study with surveys and interviews to increase counselor’s
understanding of the parents’ lived experiences.
Similar to looking at what happens in couples raising children living with ASD, there is a
need to look at mothers and fathers and their parenting roles. There are qualitative and
quantitative studies on the experience of parents of children living with ASD (Lyons et al., 2010;
Pfeiffer et al., 2021). The role of fatherhood in raising boys living with ASD who are of racial
and ethnic minorities does not have any existing literature. There are findings that fathers benefit
from social support (Kersh et al., 2006), but no studies that focus solely on fathers. The absence
of publications on the experience of fatherhood with children living with ASD could begin with
a qualitative phenomenological study with in-depth interviews.
There are programs and education available for parents of children living with ASD
(Dawson-Squibb et al., 2020); however, the Empathy Reading Project participants unique
circumstances point to the need for an individualized approach. Lichtle and colleagues (2020)
completed a systemic review of parenting programs for parents of children living with ASD and
noted that parent outcomes and the implementation of the training program are not part of the
research. Implementing parenting strategies can be complicated by living in an intergenerational
home, co-parenting dynamics, marital stress, the number of children in the family, and much
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more. One mother said that her background in dog training gave her a better understanding of the
ABA parenting suggestions to reward good behavior and ignore those that are negative. The
researcher focused their dialogue on how complex her son is and how empathy and social
choices are more complex than what will or will not be rewarded. Another mother said she did
not like the language the ABA therapist used, sometimes, because of phrases like “attention
seeking,” that sounded negative to her. Expanding the present literature on parents of children
living with ASD with both qualitative and quantitative studies on how they experience the
interventions provided to their children and parent training programs will further inform how
counseling professionals can support them and alleviate parenting stress.
Another area for future research is school counselors’ role in helping children living with
ASD. School counseling professionals could implement bibliotherapy in the classroom and a
research team could come use the Direct Observation Form (DOF; McConaughy & Achenbach,
2009) and/or the Teacher Report Form (TRF; Achenback & Rescorla, 2001) to assess the
children’s classroom behaviors. Counselor educators in a university with a school counseling
program could look at a between group, quasi-experimental research design using bibliotherapy
for empathy and social development in the classroom of neurotypical children as well as a
classroom with children living with ASD and children not mainstreamed in a traditional
classroom to assess what, if any, benefits are measurable through DOF and TRF across more
than one school location in the University area. A pre/posttests design could be used, and
selection of a different measurement or adaptation of the ESC could be employed. The school
environment might also offer an expansion to older age groups, beginning with a head start
program and adapting the book selection for older children in kindergarten, first grade, and so
on. The cost effectiveness of bibliotherapy and the widely distributable option for books with
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questions and activities as the intervention aids in first conducting the research and if shown to
be effective, the dissemination of a bibliotherapy program for early childhood across school
districts. An evidence-based bibliotherapy program could be held in the school library so
bibliotherapy supplies are available for classes and book selections and questions could be
separated by grade level
In summary, the future researcher may consider studies that include family therapy,
couples counseling, parent interventions, and school programs. The first step would be to repeat
a SCRD study with similar parameters as the Empathy Reading Project and learning from the
results and suggestions of parent participants with an expanded intervention timeline. Additional
time and repetition in behavior and engagement has been shown to support behavioral change in
children living with ASD (Linstead et al., 2017). There were limitations to the Empathy Reading
Project that if modified may improve outcomes for the family participants.
Limitations
One of the limitations of SCRD is the lack of generalizability (Lenz, 2015). The children
in the Empathy Reading Project and their parents cannot account for the diversity of ASD
features in children between the ages of three and five. The small sample size and results present
a starting point for further research (Lenz, 2015; Ray, 2014). The children in this study had
multiple therapies taking place while they participated in bibliotherapy with their parents, and the
ongoing therapy also plays a role in generalizing their IDCM results. This confounding variable
of approved treatments for ASD taking place concurrently with the Empathy Reading Project
was anticipated by the researcher, which is the rationale for establishing a baseline. The
researcher hoped to add to the intervention options for parents without increasing costs to the
families and increase their tools for empathic connections with their children, which has been
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shown to mitigate family stress for children living with ASD and their parents (Kuenzel et al.,
2021).
To continue, children naturally grow, and the improvements made over time in a SCRD
can reflect maturation. The increased independence of participant four, is one example of how
the IDCM results may correlate to his maturating over time versus the bibliotherapy intervention.
The researcher sought to address the confounding variable of maturation by having a relatively
short intervention phase of three weeks, while still meeting the standards for multiple baseline
SCRD and data points necessary to evaluate change (Kratochwill et al., 2010). There was also a
staggered start to the participants engagement in the study. The researcher engaged with each
family at the time they expressed interest in participating, to not delay the beginning of the
intervention.
Finally, there is always the chance of a history effect, or events that took place during the
study timeline. Two participants had an aunt or uncle move out during their participation in the
Empathy Reading Project; however, this event occurred during different points of the
intervention for these two families. The change in their home environment could change their
IDCM results. For participant three, his parents took vacation during the first intervention phase
and the person completing the ICDM was different, creating a challenge of inter-rater agreement.
The vacation taking place during the research timeline is another history effect.
Assessments
The IDCM questions were co-created by the parents and researcher. The questions that
did not yield results may not have been correlated to empathy or social development and/or been
addressed by the bibliotherapy intervention. For example, participant four is diagnosed with nonverbal ASD, and two of his IDCM questions were related to language. In hindsight, the
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researcher’s lack of knowledge about participant four’s language development prevented her
from helping the parents choose questions that were related to empathic behavior. The prescreening questionnaire relied on parent reports, and all parents responded that their children
could benefit from expressive and receptive language. A more thorough pre-screen questionnaire
and/or an assessment is advisable for future research, or researcher could request diagnostic test
results from the child’s primary care physician would aid the development of the IDCM.
The ESC (Koskal Akyol & Aslan, 2014) results did not have significant changes from
pre/posttest for any of children’s cognitive empathy. This measurement was not created to assess
children living with ASD for cognitive empathy. The researcher selected the ESC because it used
matching pictures and a contextual setting for emotion. The lack of results may indicate the ESC
was not an appropriate selection for testing cognitive empathy in children living with ASD from
three to five years old. It may also be that the child participants in the Empathy Reading Project
did not have gains in their cognitive empathy. Researchers that have investigated cognitive
empathy in children and persons living with ASD have investigated children as young as six
(DeChamps, et al., 2014), and from nine to seventeen years old (Rueda et al., 2015). However,
there is no existing literature on testing for cognitive empathy in children living with ASD from
three to five years old. The lack of existing literature on empathy in young children living with
ASD may be because of their age as well as the lack of a reliable and valid measure for this
diagnosis and age group. The ESC provided evidence that the child participants have not
regressed, but there was no evidence of improvement. A future study could look at what ABA
therapists presently use in the treatment of ASD that is related to empathy and appropriate social
responses and if no tool exists, create a measurement that is developmentally appropriate for
children living with ASD.
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Similar to the ESC, the SDS (Ireton, 1992) did not have significant changes from
pre/posttests based on parent reports. The parent responses on the SDS did fall into the SDS
categories created by validating the measurement with children who had intellectual disabilities.
In this regard, the SDS did accurately assess developmental delays in the child participants.
Based on the limited interaction the researcher had with each child, the SDS parent-reports
reflected higher scores than anticipated. The mothers’ responses may point to their attunement to
their sons’ atypical communication with ASD.
The PPAS is a self-report measure parents complete, and the results reflect their emotions
as well as what behaviors they would take in an example situation. Among the mother
participants, there was a moderate effect size (Cohen, 1988) from the increase in total scores on
the PPAS within the moderately and highly accepting parent ranges from pretests to posttests
(PPAS, 1954). The father participant moved from low to moderately accepting on the PPAS
which is clinically significant. The intervention did not provide a space for parents to receive
therapy or focus in an in-depth way on how they feel about their child or their parenting. The
researcher presented tools the parents could use, brainstormed ways to implement the tools at
home, and followed-up. The PPAs is used in filial therapy that trains parents on child centered
interactions and provides parent support, observations of parent-child play interactions, and
group support interventions. Parents in filial therapy have reported gains in parental acceptance,
(Guerney, 1964; Hicks & Baggerly, 2017; Rennie & Landreth, 2000) which could relate to the
close attention to observing their play with their child and processing support in a parenting
group. All the mothers in the Empathy Reading Project said it was hard to follow through with
the changes in their language that are more child centered. They each reported they tried
language tools the researcher presented in meetings and would go back to their usual habits. The
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researcher validated how the suggested changes can feel unnatural until they can become
habitual. All of the mothers started as moderately to highly accepting parents which may have
left less room for growth. The Empathy Reading Project provided evidence that a more robust
approach to parenting support may be needed for individual significant gains in parental
acceptance.
Chapter Five Summary
The Empathy Reading Project met the researcher’s goal to explore what benefits could
be gained from a parent-let, therapist-supported, bibliotherapy intervention. The Empathy
Reading Project results add to the body of SCRD literature that used play time and a storyline to
exemplify empathy and socially appropriate responses to help children living with ASD increase
empathic, prosocial behavior and reduce off-task behaviors in some children (Balch & Ray,
2015; Gena 1996, 2004). Early intervention for children living with ASD is correlated to better
individual and family outcomes (Elder, 2017). The results of the Empathy Reading Project
introduce a way to incorporate a daily bibliotherapy practice with parents to encourage empathy
and social development in their children. In a national survey, only 15% of ABA therapist
involved parents in treatment (Ingersoll et al., 2020) and the Empathy Reading Project results
support increasing parent involvement in the treatment of their child living with ASD.
Counseling professionals can be an addition to the wrap around care received by a child living
with ASD and their families, through policy reform on insurance coverage for the treatment of
ASD in Florida (NCSL, 2021). The attachment within the family plays the most influential role
in a child’s social and emotional development (Wong et al., 2020), and supporting healthy
relational coping skills for parents of children living with ASD is fundamental to family
connection. Further research on parent led interventions and expanding the Empathy Reading
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Project to between group quasi-experimental studies on the use of bibliotherapy for social and
emotional development in children living with ASD present opportunities for focused
intervention studies in professional counseling and counselor education.

231

APPENDIX A:
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Greetings,
My name is Sarah Mendoza, and I am a doctoral candidate in Counselor Education and
Supervision. I am beginning my dissertation, entitled the Empathy Reading Project: Supporting
Parents and their Children living with ASD (autism spectrum disorder). My Dissertation Chair
and faculty supervisor is Dr. Dillman Taylor. Dr. Taylor is an expert in Adlerian play therapy
and parent consultation.
For my dissertation, I will investigate whether supporting parents to facilitate focused
reading time (also called bibliotherapy), improves their child’s empathy and social development.
The Empathy Reading Project will focus on children ages three to five years old living with a
diagnosis of autism spectrum disorder. During the research study, I will meet with parents
weekly, via Zoom or in person, to provide support on the bibliotherapy intervention and parentchild interactions.
I am reaching out to provide the recruitment flyer for the Empathy Reading Project and
ask if you are willing to share this flyer with your clients, students, and any potential
participants. I am very excited to offer this free and exploratory support to families. My
dissertation is a single-case research design (SCRD), and I am looking for approximately 10
families to volunteer. One of the great aspects of SCRD is that the assessment is at the individual
level, and we will not be comparing children or parents to one another. I hope this study will help
to fill a need in the community. I am available to answer any questions you may have and the
flyer points families directly to me, if they are interested. Please feel free to contact me at 321503-5178, if you have any questions.
Sincerely,
Sarah Mendoza, M.A., NCC, LMHC
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THE EMPATHY READING PROJECT
DOES YOUR CHILD LIVE WITH AUTISM SPECTRUM DISORDER?
Participate in a research study (maximum 12 weeks) promoting social development in children
3-5 years old through reading with parents!
Supplies Provided! Read at Home!
Parent + Researcher Meetings for Support!
Meetings In Person or on Zoom!
Sarah Mendoza, NCC, LMHC University of Central Florida
Community Counseling and Research Center
12949 University Blvd, Orlando, FL 32816
(321) ###-####⎜slmendoza@knights.ucf.edu
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1. Are you at least 18 years of age?
a. Yes
b. No

2. Has a doctor or other health care provider EVER told you that your child has Autism or
Autism Spectrum Disorder (ASD), including diagnosis of Asperger’s Disorder or Pervasive
Developmental Disorder (PDD)?
a. Yes
b. No

3. Does your child communicate with you verbally?
a. Yes
b. No

4. Does your child require continuous one-to-one support for their health and safety?
a. Yes
b. No

5. Does your child engage in self-harm and/or stemming in a way that would prevent them from
reading with you as part of their diagnosis of ASD?
a. Yes
b. No
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6. Are you able to read with your child on a nearly daily basis (minimum of five days a week for
10-20 minutes)?
a. Yes
b. No

7. On a scale of one to five, five being high, how would you rate your current stress due to
outside commitments for your child and/or family?

1

2

3

4

5

Low

High
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Center for Autism and Related Disorders (CARD)
University of Central Florida
12424 Research Parkway, Suite 365, Orlando, FL 32826
ucfcard@ucf.edu
407-823-6011
407-823-6012 (fax)
800-9-AUTISM
https://cfl.ucf-card.org/

Community Counseling and Research Center
College of Community Innovation and Education
University of Central Florida
12494 University Blvd, Orlando, FL 32816
407-823-2052
communityclinic@ucf.edu

Quest
Quest Kids Therapy Orlando
500 E. Colonial Drive, Orlando, FL 32803
407-218-4340
https://questinc.org/

Florida Autism Center – Lake Nona

240

10920 Moss Park Road, Suite 130, Orlando, FL 32832
407-930-4339
https://www.bluesprigautism.com/florida-autism-center-lake-nona/

Inbloom Autism Services
Winter Park Learning
6973 University Blvd, Winter Park, FL 32792
Semoran Learning Center
5798 S. Semoran Blvd, Building F, Orlando, FL 32822
Apopka Learning Center
1000 Color Place, Suite 101, Apopka, FL 32703
888.754.0398
info@inbloomautism.com
https://www.inbloomautism.com/orlando
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Title of Research Study: The Empathy Reading Project: Supporting Parents and their Children
Living with ASD
Investigator: Sarah L. Mendoza, M.A., NCC, LMHC, QS
Supervising Chair: Dr. Dalena Dillman Taylor, PhD, LMHC, RPT-S
Key Information: The Empathy Reading Project studies two interventions, the support the
researcher/therapist provides to parents and the shared reading time (bibliotherapy) between the
parents and children, and whether they benefit parents and their children living with ASD
(Autism Spectrum Disorder).

Why am I being invited to take part in a research study? We invite you to take part in a research
study because you are 18 years of age or older, the parent of a child aged 3-5 years living with
ASD who can interact with you and the researcher verbally, and your child does not require a
one-to-one supervision for their safety, does not engage in self-harm as part of their ASD
diagnosis, and is able to engage in a daily reading routine with you as their parent/guardian based
on the screening you have already completed.

Why is this research being done? The researcher created the Empathy Reading Project to study
how parents reading with their children can support children living with ASD’s development of
cognitive empathy and social-emotional skills and parent’s acceptance. Cognitive empathy is the
ability to think about what another person might experience or feel in a situation. Socialemotional development in children is a wide number of things like sharing, expressions of
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concern, and the ability to connect with family, peers, and teachers. Parental acceptance is the
unconditional love a parent has for their child and ability to see the child as a separate person
with their own likes, dislikes, personality, and individuality. The researcher is a licensed
therapist in the state of Florida and will provide all meetings with parent participants.

The researcher will investigate whether therapist support of daily reading routine (bibliotherapy)
between a parent and child, that takes place at home, improves cognitive empathy and socialemotional development in child participants and parental acceptance. The Empathy Reading
Project will use bibliotherapy, as an age-appropriate intervention, to focus on empathy and
social-emotional development in children ages three to five years old who live with ASD. Prior
research on empathy education provides evidence that children living with ASD can learn to
label emotions, improve social skills, and gain socially appropriate behaviors that generalize
beyond the learning environment. The Empathy Reading Project is aimed at meeting the gap in
therapeutic services for children living with ASD by providing therapist support to parents who
provide bibliotherapy at home to support their young child’s cognitive empathy and socialemotional development.

How long will the research last and what will my child need to do? We expect that you and your
child will be in this research study for eight to twelve weeks depending on the needs of you and
your child during the research. You and the research team will work together to determine your
exact schedule. Parents will participate in weekly researcher and parent meetings for
approximately 30 minutes during all phases of the research study. There are five phases to this
research project: the baseline phase, the treatment phase, the second baseline phase, the second
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treatment phase, and the follow-up phase. During the treatment phases of the study, you will be
asked to read with your child from a group of selected books on social development five days a
week and answer a daily questionnaire. There will also be additional surveys and questionnaires
throughout the study.

All interactions can be done at the UCF Community Counseling and Research Center (CCRC)
where the researcher has an office, via Zoom from the convenience of your home, and/or the
researcher can come to your home if you cannot travel to UCF or do not have electronic access
to Zoom sessions.

Is there any way being in this study could be bad for me? The risks in this study are minimal
and do not generally exceed the risks to daily family and classroom social interactions. The
Empathy Reading Project may result in emotional distress if your child does not want to
engage in the planned reading; however, you are not expected to enforce the reading if your
child does not want to engage on any given day.

I have read the risk associated with this research.

Yes

No

Will being in this study help me in any way? We cannot promise any benefits to you or your
child and/or any others from taking part in this research. However, possible benefits include
improved empathy and social-emotional development in child participants, improvement in daily
behaviors identified by parents, and improved parental acceptance.
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What happens if I do not want to be in this research? Your participation in this study is
voluntary. You are free to withdraw your consent and discontinue participation in this study at
any time without prejudice or penalty. Your decision to participate or not participate in this study
will in no way affect your continued enrollment, grades, employment, or your relationship with
UCF or the individuals who may have an interest in this study. Instead of being in this research
study, your choices may include engaging in other local and low-cost or free services such as the
UCF CARD Office, the National Alliance of Mental Illness of Greater Orlando (NAMIGO)
office, and Nathaniel’s Hope.

What should I know about a research study?
The researcher will explain this research study to you.
Whether or not you take part is up to you.
You can choose not to take part.
You can agree to take part and later change your mind.
Your decision will not be held against you.
You can ask all the questions you want before you decide.

Who can I talk to?
If you have questions, concerns, complaints, or think the research has hurt your child, talk to the
research team: Sarah L. Mendoza at mailto:slmendoza@knights.ucf.edu or ###-###-#### and/or
supervising faculty member Dr. Dalena Dillman Taylor at Dalena.Taylor@ucf.edu or 407-8232401.
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This research has been reviewed and approved by an Institutional Review Board (“IRB”). You
may talk to them at 407-823-2901 or irb@ucf.edu if:
Your questions, concerns, or complaints are not being answered by the research team.
You cannot reach the research team.
You want to talk to someone besides the research team.
You have questions about your rights as a research subject.
You want to get information or provide input about this research.

How many people will be studied?
We expect 20 people will be in this research study or 10 parent and child dyads.
What happens if I say yes, I want my child to be in this research?
If you choose to enroll in this study after reviewing this document, you will be asked to complete
a demographics survey, a clinical interview about you and your child, and two additional surveys
about your child and your parenting. The survey on your child will be about their social
development and the survey on your parenting will ask questions about how you connect with
your child. Your child will also be asked to complete a survey with the researcher today about
empathy. You and the researcher will work together to build your child’s personalized daily
measure that will be used for the rest of the study. If you would like to schedule your weekly
parent meetings, you will be able to do so today as well. These meetings can be in person or via
an online platform.

When you leave this meeting, you will go home and start the baseline phase of the research.
During this phase, you will maintain your routine as normal and complete the Daily Child
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Measure that you have helped the research team to personalize to your child. It is expected that
this phase will last up to three weeks, but its length will be based on your responses to your Daily
Child Measure survey.

After you have completed up to three weeks of the baseline phase, you will start the treatment
phase by reading for 10-20 minutes daily from the Empathy Reading Project’s books. You will
be asked to read at least five days per week at roughly the same time and in the same place every
day so as to build a routine around reading with your child. You will have an opportunity to
review all Empathy Reading Project books with the researcher and a copy of each book and
question set will be yours to keep. The questions for each book are to help create conversation
about social situations. The conversation between yourself and your child does not have to
address the questions and should be natural and suited to your child. All parent and child dyads
will receive the same books and contact with the researcher. Your child will be assessed for their
individual progress and not against a comparison group or another child living with ASD. During
this phase, you will continue to complete the Daily Child Measure.

Once you have completed three weeks of daily reading, you and your child will be asked to
complete the same surveys that you completed at your initial visit. Then, you will return to your
normal routine. You will stick to your normal routine for the same amount of time as you did in
the original baseline phase (up to three weeks). During this phase, you will continue to complete
the Daily Child Measure. If your child asks to read as you were doing before, you are free to
continue to read with them.
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After you have completed your second baseline phase, you will do three more weeks of reading
10-20 minutes daily. This second treatment phase will be exactly like the first treatment phase.
During this phase, you will continue to complete the Daily Child Measure.

Once you have completed the second treatment phase, you will be asked to return to your normal
routine and continue completing the Daily Child Measure for up to three additional weeks of
follow-up. The time you spend in follow-up will be equal to the amount of time you spent in
your baseline collection before you started treatment with your child. At the end of your time in
the study, the researcher will schedule a meeting with you to go over your child’s results from
their time in the study. If timing allows, a third treatment phase will be offered by the research
team to participants who are interested.
A summary table of the time commitment is below:
Item

Actions

Anticipated Time

Informed Consent Process

Parent and researcher review

15 minutes at the

Parent signed for self and child

beginning of the
study

Demographics Survey

19 questions answered by parent

5-15 minutes at the
beginning of the
study

Clinical Interview

4 open-ended questions answered

30-60 minutes at the

by parent

beginning of the
study
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Empathy Scale for Children

Completed by researcher and child

(ESC) Survey

10-15 minutes at the
beginning of the
study

Porter Parental Acceptance

Parent completed via Qualtrics or

15-25 minutes at the

Scale (PPAS) Survey

paper

beginning of the
study

Social Development Scale

Parent completed via Qualtrics or

15-25 minutes at the

(SDS) Survey

paper

beginning of the
study

Weekly therapist meetings

Parent and researcher meet

30 mins each week
for up to 12 weeks, as
needed throughout
study

Child Daily Measure

Parent completed via Qualtrics or

5 minutes daily for up

paper

to 12 weeks
throughout the study

Baseline

Return to normal routine with

5 minutes daily for up

Child Daily Measure

to 3 weeks, equal to
the amount of time of
the first baseline

Reading daily

Parents and child read at home

Child dependent – 5
minutes to 25
minutes daily for 3
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weeks during
intervention phase
Empathy Scale for Children

Completed by researcher/therapist

10-15 minutes after

(ESC) Survey

and child

each intervention
phase

Porter Parental Acceptance

Parent completed via Qualtrics or

15-25 minutes after

Scale (PPAS) Survey

paper

each intervention
phase

Social Development Scale

Parent completed via Qualtrics or

15-25 minutes after

(SDS) Survey

paper

each intervention
phase

Second baseline

Return to normal routine with

5 minutes daily for up

Child Daily Measure

to 3 weeks, equal to
the amount of time of
the first baseline

Reading daily

Parents and child read at home

Child dependent – 5
minutes to 25
minutes daily for 3
weeks

Follow-up

Return to normal routine with

5 minutes daily for up

Child Daily Measure

to 3 weeks, equal to
the amount of time of
the first baseline
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Empathy Scale for Children

Completed by researcher/therapist

10-15 minutes at the

(ESC) Survey

and child

end of the research

Porter Parental Acceptance

Parent completed via Qualtrics or

15-25 minutes at the

Scale (PPAS) Survey

paper

end of the research

Social Development Scale

Parent completed via Qualtrics or

15-25 minutes at the

(SDS) Survey

paper

end of the research

Results sharing

Researcher and parent meet

30 minutes at the end
of the research

I have read what is being asked of me and my child.

Yes

No

What happens if I say yes, but I change my mind later? You can choose to leave the research at
any time and it will not be held against you or your child. If you decide to leave the research,
please email, call, or speak with the researcher in person about your decision to exit the Empathy
Reading Project. All data collected until your exit from the Empathy Reading Project will be
used for partial analysis. When you exit the program, you will be reminded of the community
programs available for children living with ASD, provided a list of the local available resources,
and encouraged to engage in what is best for you and your family.

What happens to the information collected for the research? Efforts will be made to limit the use
and disclosure of you and your child’s personal information. Once data is collected, it will be deidentified using a unique participant number assigned to you and your child. There will be a
separate linking sheet that is stored away from the data in a password-protected location. The

252

researcher will only share de-identified information with supervising faculty, Dissertation Chair,
Dr. Dalena Dillman Taylor. We cannot promise complete secrecy. Organizations that may
inspect and copy your information include the IRB and other representatives of this organization.
All data, including identifiable data, must be retained for five years, per Florida law.

Limits to confidentiality include the following: the researcher becomes aware of suspected child,
elderly, or vulnerable persons abuse and must report the abuse to the proper authorities as a
mandated reporter in the state of Florida. In addition, if the researcher becomes aware that
someone is in imminent danger of suicide or homicide, the proper authorities will be notified for
the safety of all persons involved. These limits to confidentiality meet the legal and ethical
requirements of the medical licensure of the researcher and supervising faculty and will be
upheld without prior discussion with research participants.

I have read the limits to confidentiality in this study.

Yes

No

What else do I need to know? If you are experiencing an emergency, call 911. If you believe you
or your child has been harmed because of participating in this study, it is important that you
promptly tell the researcher(s) at the number listed above. UCF will assist you in obtaining
necessary medical care. In general, this care will be billed to you or your insurance company.
UCF has no program to pay for medical care for research-related injuries.
Signature Block for Children
Your signature documents your consent to participate and permission for the named child to
take part in this research.
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Printed name of child

Signature of parent or individual legally authorized to

Date

consent to the child’s general medical care
Parent
Printed name of parent or individual legally authorized to

Individual legally authorized to

consent to the child’s general medical care

consent to the child’s general
medical care (See note below)

Signature of person obtaining consent and assent

Date

Printed name of person obtaining consent

IRB Approval Date
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The clinical interview included questions asked of all parents with open-ended response options
to facilitate dialogue. All parents will be asked the following questions:
(a) How do you believe the Empathy Reading Project will or will not support your child?
(b) What do you, as a parent, hope to gain from your participation in the Empathy Reading
Project?
(c) Are there changes you would like to see in your child’s social and emotional behaviors? In
yourself?
(d) Do you have unanswered questions about the program and what is expected of you?
Follow-up and processing of the above questions may expand to other topics, specific to each
parent-child dyad and the parent’s responses.
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MEASURE
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Were you able to engage in bibliotherapy today?

o Yes
o No

Were you able to discuss the bibliotherapy questions?

o Yes
o No
Which book(s) did you read with your child? Please select all that apply.

▢
▢
▢
▢
▢
▢
▢
▢
▢

Be Kind Be Brave Be You
E is for Empathy
Mirror & Me Feelings
No Hitting
Panda Panda Love
S is for Sharing
The Okay Book
Ways to Welcome
We Believe in You

Individualized Questions for Participant #

Based on today's behavior, how often, if at all, did your child hit/slap/kick someone? Please
answer with a number.
________________________________________________________________
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Based on today's behavior, how often, if at all, was your child unable to follow verbal
redirection? Please answer with a number.
________________________________________________________________

Based on today's behavior, how often, if at all, did your child share? Please answer with a
number.
________________________________________________________________
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Parent:
Name:
Phone number:
Address:
Age:
What sex were you assigned at birth? For example, on your birth certificate.
a. Male
b. Female
c. Intersex
d. No answer
What is your current gender?
a. Male
b. Female
c. Transgender
d. Gender not listed here
e. No answer
Race:
a. White
b. Black or African American
c. American Indian or Alaskan Native
d. Asian
e. Native Hawaiian or Pacific Islander
f. Two or more races
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g. Other
Are you of Hispanic, Latino, or Spanish origin?
a. No, not of Hispanic, Latino, or Spanish origin
b. Yes, of Hispanic, Latino, or Spanish origin
What is your marital status?
a. Single (never married)
b. Not married but living with a partner
c. Married
d. Separated
e. Divorced
f. Widow/er
g. Other
Annual Income:
a. Less than $25,000
b. $25,001-$50,000
c. $50,001-$100,000
d. $100,000-$200,000
e. More than $200,000
Which of the following best describes your employment status?
a. Employed full time
b. Employed part time
c. Working without pay
d. Not employed and looking for work
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e. Not employed and not looking for work
f. Other
Education Level:
a. 8th grade or less
b. 9-12th grade - no diploma
c. High school graduate (diploma) or GED completed
d. Completed a vocational trade or business school program
e. Some college credit, but no degree
f. Associate’s degree (for example: AA, AS)
g. Bachelor’s degree (for example: BA, BS)
h. Master’s degree (for example: MA, MS, Meng, Med, MSW, MBA)
i. Professional degree beyond Bachelor’s degree (for example: MD, DDS, DIM, LLB, JD)
j. Doctorate degree (for example: PhD, EdD)

Child:
Name:
Age:
Age at Autism Spectrum Diagnosis (ASD):
What sex was your child assigned at birth? For example, on their birth certificate.
a. Male
b. Female
c. Intersex
d. No answer
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Race:
a. White
b. Black or African American
c. American Indian or Alaskan Native
d. Asian
e. Native Hawaiian or Pacific Islander
f. Two or more races
g. Other
Are you of Hispanic, Latino, or Spanish origin?
a. No, not of Hispanic, Latino, or Spanish origin
b. Yes, of Hispanic, Latino or Spanish origin
Does your child have siblings currently living in the household?
a. Yes
b. No
If so, how many? _____________
What is your child’s birth order?
a. 1st
b. 2nd
c. 3rd
d. Other, specify: _____________
What grade, if any, is your child in school?
a. Pre-school program (such as pre-kindergarten, voluntary pre-kindergarten (VPK), or
Head Start)
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b. Kindergarten
c. Home school
d. My child does not attend school
e. Other, please specify: ________________
When a child has a disability or developmental delay and receives special education and/or
related services sponsored through your local education agency – that is, the school system –
these services are initiated after a diagnosis of condition, or evaluation of the child and
development of an individualized education plan (IEP) or an individualized family service plan
(IFSP), which is discussed and signed by the parent.
Is your child receiving special education services related to either an IEP or an IFSP?
Please select what applies to your child:
a. 504 plan
b. Individualized Education Plan (IEP)
c. Individualized Family Service Plan (IFSP)
d. Other, please specify: _____________
In the past 12 months, has your child received any of the following treatment services for ASD?
a. Applied Behavioral Analysis
b. Occupational Therapy
c. Speech Therapy
d. Physical Therapy
e. Other, please specify: ____________
What treatment services for ASD is your child receiving from an outside provider at this time?
a. Applied Behavioral Analysis
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b. Occupational Therapy
c. Speech Therapy
d. Physical Therapy
e. Other, please specify: ____________
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Institutional Review Board
FWA00000351 IRB00001138,
IRB00012110
Office of Research
12201 Research Parkway
Orlando, FL 32826-3246

APPROVAL
January 19, 2022
Dear Sarah Mendoza:
On 1/19/2022, the IRB reviewed the following submission:
Type of Review: Initial Study
Title: The Empathy Reading Project: Supporting Parents and
their Children living with ASD
Investigator: Sarah Mendoza
IRB ID: STUDY00003694
Funding: None
Grant ID: None
IND, IDE, or HDE: None
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Documents Reviewed: • Faculty Support.pdf, Category: Faculty Research
Approval;
• Bibliotherapy Book List, Category: Other;
• Bibliotherapy Books with Questions, Category: Other;
• Demographics, Category: Survey / Questionnaire;
• Empathy Scale for Children, Category: Test
Instruments;
• Flyer, Category: Recruitment Materials;
• HRP-315 -Study 3694- Advertisements.docx,
Category: Recruitment Materials;
• HRP-503.Protocol.1.17.22, Category: IRB Protocol;
• IC Adult & Child, Category: Consent Form;
• Location of Research, Category: Other;
• Porter Parental Acceptance Scale, Category: Test
Instruments;
• Pre-Screening and Clinical Interview, Category:
Survey / Questionnaire;
• Recruitment Email, Category: Recruitment Materials;
• Sample Child Daily Measure, Category: Test
Instruments;
• SDS, Category: Test Instruments;
The IRB approved the protocol from 1/19/2022.
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In conducting this protocol, you are required to follow the requirements listed in the
Investigator Manual (HRP-103), which can be found by navigating to the IRB Library within
the IRB system. Guidance on submitting Modifications and a Continuing Review or
Administrative Check-in are detailed in the manual. When you have completed your
research, please submit a Study Closure request so that IRB records will be accurate.
If you have any questions, please contact the UCF IRB at 407-823-2901 or
irb@ucf.edu. Please include your project title and IRB number in all correspondence
with this office.
Sincerely,

Gillian Bernal Designated
Reviewer
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